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TRAUMATIC EPILEPSY * 


By C. P. Symonps, M.D. Oxon., F.R.C.P. Lond. 


PHYSICIAN FOR NERVOUS DISEASES, GUY’S HOSPITAL; PHYSICIAN 
TO OUT-PATIENTS, NATIONAL HOSPITAL, QUEEN-SQUARE, 
LONDON 


Our knowledge of the causes of an epileptic 
explosion on the one hand, and of the pathology of 
cerebral injury on the other, is so small that a discus- 
sion of traumatic epilepsy is apt very soon to stray 
into the by-ways of speculation. There are, however, 
certain questions of practical importance which it 
should be possible to answer from the facts at our 
disposal. How long after the injury do the fits 
usually appear? What is the character of the 
traumatic attacks? Focal or generalised? Minor 
or major? What is their prognosis? Is there any 
means of preventing this complication of head injury 
or of removing it when present ? What is the incidence 
of traumatic epilepsy among patients with head 
injury? Finally, if we look backwards into the 
earlier story of the patient with traumatic epilepsy 
can we discover any features that might have led us 
to suspect this development ? The last two questions 
are of special importance in relation to problems of 
compensation. The aim of this paper is to answer 
these questions as well as may be in the light of our 
present knowledge and to suggest ways in which that 
knowledge might be enlarged. 


PATHOLOGY 


The pathology of head injuries in relation to the 
cerebral symptoms which they cause is still so little 
known that generalisations in this direction are to 
be approached with some diffidence. With this 
caution I would state that the causes of traumatic 
epilepsy are these :— 

1. In penetrating injuries infection of the meninges 
and brain. 

2. In a small number of cases in which the fits occur 
within a few hours or days of the injury, epidural, sub- 
dural, or subarachnoid hemorrhage. 

3. In the great majority of cases the cause is direct 
injury to the brain substance occurring at the moment 
of the injury with subsequent cicatricial change. The 
reaction of the neuroglia to traumatic necrosis has been 
shown by Del Rio Hortega and Penfield ' to be of slow 
development but far-reaching in its effects. The large 
astrocytes which are drawn towards the centre of the 
lesion are attached by their processes to the small blood- 
vessels, and traction upon these results in a disturbance 
of the circulation, which in turn may be responsible 
for functional instability in the neighbouring nerve-cells. 


THE LATENT INTERVAL 


A distinction must be made here between early 
and late fits. The latter constitute much the larger 
group. The early attacks usually occur within 
the first few days; the late attacks seldom earlier 
than two or three months after the injury. Early 
attacks due to epidural or subdural hemorrhage 
are associated with evidence of increasing intra- 
cranial pressure which is fatal unless relieved by 
operation. In other cases pressure symptoms are 
absent and the attacks cease. It is generally believed 
that in this group subarachnoid hemorrhage rather 
than cerebral injury is the cause and that the later 
prognosis is good, but Wagstaffe? found that of 

* An address given to the Sheffield Medico-Chirurgical Society 
on Nov. 7th. 
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37 of his patients with gunshot wounds who developed 
late epilepsy 5 had had early attacks. It is to be 
remembered, however, that these were cases of 
penetrating injury. In the closed injuries of civil 
accident early attacks are rare. 

In the case of late attacks the latent interval may 
be very long—up to 15 or 20 years. In Wagstaffe’s 
series of war injuries published in 1928 the average 
latent period was two years and one month. The 
average, however, gives a false picture of the common 
length of theinterval. 

The point has been 

well brought out by 14 

Feinberg* whose 
graph I reproduce. 

From my own 
material, comprising 
the notes of 380 cases 
of head injury, I 
have selected those 
cases of traumatic 
epilepsy in which the 
injury occurred in 
civil life and was of 
the “‘closed”’ variety. 
Reference to my own 
cases will be limited 
to those within this 
group. There are 
26 in whom I have 
an accurate record 
of the interval. In 
these the average 
latent period was 
2 years and 9 months. 
In 17 cases it was 
between 3 months 
and 18 months. In the remaining 9 
interval ranged from 2 to 16 years. 
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MONTHS YEARS 


Latent period between injury and 
first fit. The horizontal figures 
represent the latent interval in 
months and years, the vertical 
figures the number of cases for 
each period (Feinberg). 


the 


Cases 


CHARACTER OF THE FITS 

Whatever the nature of the pathological process 
at work the character of the fit is determined by the 
situation of the lesion. It would seem, however, 
that injury of certain parts of the brain is more 
likely to be followed by epilepsy than others. Schou,‘ 
Aldren Turner,’ and Wagstaffe all found a pre- 
ponderance of epilepsy with parietal injuries. These 
and other observers are agreed that traumatic 
epilepsy is much more often of a generalised than a 
focal character. In Aldren Turner’s series of 48 cases 
of gunshot wound there were 38 with generalised and 
10 with focal attacks. 

In 28 of my patients in whom full notes of the 
character of the attacks are available it was as 
follows :— 

Generalised attacks ° pis 
Generalised attacks with focal aura 
Jacksonian attacks . on 

Of the 24 cases with generalised attacks : 

11 had minor attacks at first, major attacks later. 
4 had minor attacks only. 
9 had major attacks only. 


From this small number of observations it would 
appear that in closed injuries, traumatic epilepsy in 
85 per cent. of cases takes the form of generalised 
attacks and that the commonest variety is that 
in which minor attacks are followed by major. 

In all the cases of this series the attacks were 
multiple and in only two instances was the duration 

Y 
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of the epileptic liability less than one year when the 
patient was last seen. 
PROGNOSIS 

All observers are agreed that the liability to the 
attacks once established tends to persist, that the 
fits become more frequent and more severe, and that 
their repetition is often accompanied by slight 
progressive dementia of the kind observed in idio- 
pathic epilepsy. As a late complication of head 
injury, therefore, traumatic epilepsy is likely to be 
a cause of total disability both for the manual and 
the mental worker. 

I believe, however, that if the minor attacks are 
recognised and taken into account, the prognosis 
is not so bad as might otherwise appear. During 
the first few months after a severe head injury many 
patients will complain of attacks of dizziness. In 
most instances this will appear on analysis to consist 
of a brief sensation of mental dimness and 
unsteadiness on rising from the stooping posture and 
is probably due to a derangement of the vasomotor 
system. In other instances the sensation is verti- 
ginous and provoked by quick movement of head or 
eyes without change of bodily posture—the result 
probably of labyrinthine damage. But there are 
others in whom the sensation is much more nearly 
that of a minor epileptic attack—without apparent 
cause there is a momentary cessation of clear awareness 
with a tendency to fall. Such attacks, I believe, 
are not uncommon in the earlier months after head 
injury, and though in some cases they may develop 
into frank epileptic attacks, more often they do not, 
especially if they are adequately treated. 

TREATMENT 

The medical treatment of traumatic epilepsy 
differs in no wise from that of the idiopathic variety. 
I do not propose to discuss it in this paper. 
Preventive treatment will follow similar lines— 
that is to say, that after a head injury of a kind or 
degree which carries with it a particular risk of 
traumatic epilepsy, a daily dose of bromide or luminal 
should be continued for a period of two years after the 
accident. 

The value of surgical treatment has received fresh 
attention during recent years owing to the work of 
Foerster and Penfield,* who advocate excision of the 
cicatrix whenever this can be localised with reasonable 
certainty, either from the focal nature of the attacks, 
or from evidence obtained by injection of air into the 
ventricular system. The value of such treatment 
cannot be estimated until its later results have been 
observed in a large number of cases, but having 
regard to the generally bad prognosis of traumatic 
epilepsy the attempt at surgical relief seems justifiable 
whenever the situation of the epileptic focus is certain. 

FREQUENCY OF EPILEPSY AFTER HEAD INJURY 

Although the rate of incidence of traumatic 
epilepsy is of considerable medico-legal importance, 
the available statistics afford only a rough guide to 
the medical man confronted with this problem. 
The term head injury in the first place is all-embracing 
and includes cases of contusion and laceration of 
the scalp in which little or no cerebral injury may 
have occurred. The incidence of: epilepsy after 
fractures of the skull again provides no very useful 
information, since severe injury to the brain may 
occur without fracture. An inquiry into the rate 
of incidence in patients with closed injuries who 
have been concussed would be of value, especially 
if the concussion had been severe enough to warrant 
admission to hospital. Such an inquiry would have 
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to cover a large number of patients, and absence of 
other causes for the attacks would need to be verified 
in the positive cases. Even this, however, would 
not cover the whole ground, for occasionally traumatic 
epilepsy may occur after an injury without concussion. 

Most of the published figures up to the present 
are concerned with gunshot wounds of the head, 
which, being for the most part penetrating wounds 
with simultaneous involvement of bone, meninges, 
and brain, and with the factor of infection usually 
present also, are by no means comparable with the 
closed injuries of civil life. That the incidence of 
epilepsy after penetrating wounds is considerably 
greater than in closed injuries appears from the 
figures given for war wounds by observers who 
distinguished between the two. Thus Wagstaffe 
found the incidence in cases in which the dura had 
been penetrated 18 per cent., whereas it was 2 per cent. 
in all other cases. Villaret and Bailby 7 in 500 cases 
reviewed ten to twelve years after the wound found 
16 per cent. of epileptics among patients who had 
suffered penetration of the brain, 6 per cent. when 
only the outer table of the skull had been involved. 
The incidence in all patients with gunshot wounds 
of the head was fully reviewed by Billet and 
Lenormant*® in 1921. They noted considerable 
discrepancies between the reports of different 
observers, depending doubtless upon the type of 
case which provided each with his material. The 
surgeon tends to collect patients with severe, penetrat- 
ing injuries, the neurologist sees the less severe cases. 
Sargent * computed the incidence in 18,000 British 
patients at 4-5 per cent.,but this figure almost certainly 
errs on the low side. The computation was made 
only two years after the cessation of the war, and 
many patients developed epilepsy after this time. 
Moreover, the diagnosis rested upon the verdict of 
medical boards who at that time were possibly 
unaware of the significance of minor attacks in the 
early stages. This possibility also appears in 
Wagstaffe’s paper. Writing in 1928 he found the 
incidence of epilepsy 10 per cent. in 377 cases, but 
in addition there were 28 patients who had com- 
plained of attacks which up to that time had not 
been approved as epileptic by the Ministry of 
Pensions. 

The most reliable of the statistics quoted by 
Billet and Lenormant are probably those of Marie 
and Béhague who found 12-1 per cent. of epileptics 
among 3623 cases and Tuffier and Guillain 10-41 per 
cent. in 6664. Both these computations however 
were made within three years of the end of the war, 
so that for the reason given above they may be 
regarded as underestimates. The total incidence 
of epilepsy after gunshot wounds of the head was 
probably in the neighbourhood of 15 per cent., and 
this figure may serve as a guide to its incidence in 
civil injuries of comparable nature and severity. 

In 221 cases of civil head injury of all kinds Brun !° 
found the incidence of epilepsy 8 per cent. Schou 
in 200 cases of head injury reported to a Danish 
insurance company found it 4-5 per cent. Feinberg, 
in his valuable paper dealing with all head injuries 
of whatever kind reported to a Swiss insurance 
company between the years 1919 and 1933, found 
50 instances of traumatic epilepsy in 47,130 cases— 
roughly one case in a thousand. In 7 cases the fits 
were early—that is, within eight days of the injury. 
In the late cases the interval varied from one month 
to 15 years. Feinberg’s figures are of great interest 
and provide what is probably a fair estimate of the 
incidence of traumatic epilepsy in all head injuries. 





DR. C, P. SYMONDS: 


THE LANCET) 


INCIDENCE OF LATE EPILEPSY IN RELATION TO 


EARLIER SYMPTOMS 

In what types of case does the risk of late epilepsy 
appear greatest ? 

Fractured skull.—Feinberg’s analysis of the Suval 
statistics shows, as might be expected, that in civil 
accidents fracture of the skull is relatively infrequent, 
and that traumatic epilepsy may occur in cases without 
fracture. But it appears that the incidence of 
epilepsy is considerably higher in the group of cases 
with fracture of the skull. Among 3906 cases with 
fracture late epilepsy occurred in 19—that is, in 5 per 
1000—whilst in 16,762 cases of concussion without 
fracture it occurred in 24, or 1-25 per 1000. Of the 
19 cases with fracture 12 were fractures of the vault, 
7 fractures of the base. 

Brun’s series of 470 fractures yielded 3 cases of 
epilepsy—all with fractures of the vault. 

In my own among 27 cases of traumatic 
epilepsy, in which the presence or absence of a fracture 
was determined, fracture was present in 17, absent 
in 10. We may conclude, therefore, that the presence 
of a fracture, and especially a fracture of the vault, 
is & point to be taken as in favour of epilepsy as a 
sequel, 

Duration of unconsciousness.—In 24 of my own 
cases of closed injury in which the period of 
unconsciousness was accurately recorded the average 
duration was 9} days. The shortest period was 
| hour, the longest 28 days. 

In 6 cases (25 
oo AT ons 
» 12 ,, (50 o» ) 


series 


per cent.) it was under 24 hours. 

(70°83 - ) - 4 days or more. 

» 10 os o 

If these figures are representative, it is clear that a 
prolonged duration of unconsciousness after the 
injury carries with it an increased risk of traumatic 
epilepsy, for in the closed injuries as a whole a dura- 
tion of more than four days’ unconsciousness is by 
no means common. On the other hand, a brief 
period of unconsciousness does not exclude the 
possibility of traumatic epilepsy. The fact is well 
illustrated by the following case. 

A cadet, aged 18, fell from his horse in a riding-school 
and was dragged, his head being bumped against the 
wall. He got up and remounted, and subsequently ate 
his midday meal with his fellows. He was observed to 
be acting stupidly and was taken to hospital where he 
came to his senses six hours after the injury without any 
knowledge of what had happened to him. He was kept 
in hospital a week and afterwards had a week-end away 
before returning to duty. He had no headache or other 
immediate sequele. Two years later he had his first 
epileptic attack, waking one morning to find he had 
bitten his tongue. In the subsequent year he had six 
more attacks. This patient showed no abnormal physical 
signs, but the X ray revealed a linear fracture of the left 
frontal bone running from a point 2 inches above the supra- 
orbital margin upwards and backwards to end an inch 
from the frontoparietal suture. The family history in 
this case provided no evidence of inherited neuropathy. 


Early fits —Wagstaffe’s observations have already 
been referred to in this connexion. Although it is 
probably true that the early fits frequently do not 
recur, their occurrence indicates an increased risk of 
late epilepsy. 

Signs of focal damage.—lIf there is evidence in the 
early stages of local cerebral injury—such as hemi- 
paresis, sensory defect, hemianopia, or dysphasia— 
there is theoretical ground for the belief that a scar 
will develop which may prove an epileptic focus. 
Of 25 of my own cases with adequate notes upon this 
point, there was evidence of focal damage in 9. 
As many of the patients were seen some months or 
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years after the injury, without medical notes of the 
early symptoms, the actual incidence may have been 
higher. In 4 cases the focal symptom was dysphasia ; 
in the other 5 there was unilateral weakness of 
one or both limbs, with appropriate reflex changes. 

Traumatic dementia.— Memory defect and deteriora- 
tion of character and personality persisting long 
after the patient has emerged from the state of trau- 
matic stupor, probably indicate diffuse organic 
cerebral damage and might equally be expected to 
show an association with traumatic epilepsy. Of 
the 25 cases already referred to 6 showed symptoms 
of this order. 

Continued liability to headache-—We know very 
little of the of traumatic headache but it 
presumably depends upon organic damage, and when 
an unusually persistent liability to headache remains 
the inference must be that this damage has been 
unusually severe. In 9 of the 25 cases referred to 
the liability to headache had persisted for one year 
after the injury, or until the occurrence of the first 
attack. In this group of 25 patients 6 had neither focal 
symptoms, dementia, nor persistent headache, but 
of these, one had a depressed fracture of the right 
frontal bone and a generalised convulsion half an 
hour after the attack ; another had a fracture of the 
vault and was unconscious for four or five days ; 
another was the case already described of the cadet 
with a linear fracture of the vault. In only 3 cases 
therefore was there a complete absence of any of the 
symptoms which we have discussed as having a 
possible bearing on the risk of late traumatic epilepsy. 


causes 


TRAUMATIC OR IDIOPATHIC ? 


There is one further question to be asked. What 
are to be the diagnostic criteria for traumatic epilepsy ? 
The character and course of traumatic epilepsy may 
exactly resemble those of idiopathic epilepsy. Idio- 
pathic epilepsy may begin in adult life and may 
occur without any family history of the malady. 
This is true only of a small proportion of the total 
number of idiopathic epileptics, but idiopathic 
epilepsy is a common disease. Head injuries are also 
common. We must therefore allow for coincidence. 

A story of head injury will be presented to us by 
a considerable number of adults with recent epilepsy. 
Are we going to accept the very fact of past injury 
to the head as evidence of a traumatic cause for the 
epilepsy, provided that no other cause can be found 
and the family history is negative ? The answer I 
think must be “No.” The history must be that of 
an adequate head injury to warrant the diagnosis of 
traumatic epilepsy. But what is an adequate head 
injury ? Most writers on the subject have evaded 
this difficult question. Feinberg, however, has gone 
into it fully. Among his 47,130 cases of head injury 
he found 100 epileptics, but in 50 of these he found the 
traumatic origin unproven, on the ground either that 
there was an epileptic inheritance, that there were 
other possible causes, for instance alcoholism, or 
that the injury had been inadequate. He lays 
stress on the importance especially of ‘ bridge 
symptoms ’’—that is, symptoms such as headache, 
insomnia, difficulty in concentration, and giddiness 
persisting for months after the injury though not 
necessarily up to the time of the first fit. He also, 
and I think rightly, gives weight to a finding of blood 
in the cerebro-spinal fluid shortly after the injury as 
indicating a strong probability of cortical laceration. 

In selecting my own material I have been guided 
by the features which with experience I have begun 
to expect in the past history of traumatic epilepsy. 
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Herein, of course, lies a fallacy. If we accept only 
as traumatic epileptics those patients whose original 
trauma has been of a certain severity, we are arguing 
in a circle if we say that it is patients with just this 
kind of injury who are likely to develop epilepsy. 
I can see no way at present out of the difficulty, 
but the general principle for guidance in a particular 
case must I think be this. Is there any evidence from 
the story of this patient’s head injury which suggests 
that he may have sustained an injury to the cortex ? 
If the answer is *‘ Yes,” then it is fair to assume 
that the epilepsy is traumatic. 

There is one more aspect of this subject which 
deserves mention. Of the traumatic epileptics in 
my Own series whose cases involved compensation, 
75 per cent. had accepted final settlements before 
the first fit occurred. Most of them had recovered 
from the first effects of the accident and had returned 
to work and had been content to accept a small 
lump sum. Subsequently they were disabled without 
hope of further recompense. In any case of adequate 
head injury the risk of traumatic epilepsy must be 
remembered and allowed for. Under the Work- 
men’s Compensation Act there is an excellent provision 
whereby the injured person may accept a lump sum 
settlement on condition that if a specified complication 
should arise later the question of compensation may 
be reopened. This provision should, in my opinion, 
be utilised against the risk of traumatic epilepsy 
much more often than it is at present. In the case 
of accidents to which this Act does not apply—for 
instance, motor accidents, of which there are now 
a great many—there is no such loophole, and the 
computation of the risk and its value in the individual 
case is a matter of the greatest difficulty. We need 
for guidance a great deal more information along the 
lines which I have attempted to suggest in this paper, 
and I hope that as the result of collective effort it 
may be forthcoming. 


SUMMARY 


1. Fits occurring within the first few days after 
the injury (early fits) are probably in most cases due 
to epidural, subdural, or subarachnoid hemorrhage. 
They are relatively uncommon and do not as a rule 
lead to the development of late epilepsy. 

2. The late fits, with which this paper is chiefly 
concerned, result from injury to the cerebral substance 
at the moment of injury with the subsequent forma- 
tion of a neuroglial scar. 

3. In these cases the interval between the injury 
and the first fit varies from a few months to many 
years. The commonest time of occurrence is at the 
end of the first year and, in the majority of cases, the 
interval is less than 18 months. 

4. The character of traumatic epilepsy is more 
often generalised than focal. The attacks may be 
of minor or major degree. The former often precede 
the latter. 

5. The prognosis of traumatic epilepsy is much the 
same as that of the idiopathic variety. 

6. Medical treatment is the same as that of idio- 
pathic epilepsy and should include preventive treat- 
ment. Surgical treatment is discussed. 

7. The incidence of epilepsy after gunshot wounds 
of the head is from 12-15 per cent. Civil injuries 
are for the most part closed injuries, and the incidence 
of epilepsy in such cases is much lower. The estimates 
of different authors vary from 8 per cent. to 1 per 
1000, according to the type of case reviewed. 

8. The incidence of late traumatic epilepsy, with 
special reference to the closed injuries of civil accidents, 


is discussed in relation to fracture of the skull ; 
a long duration of unconsciousness ; the occurrenc: 
of early fits; signs of focal damage; traumatic 
dementia; and persistent headache. One or more 
of these features is usually present in the earlier 
story of the patient with traumatic epilepsy. 
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TREATMENT OF HAMATEMESIS 
MELZNA WITH FOOD 


THE MORTALITY 


By Pror. E. MEULENGRACHT, M.D. 
CHIEF PHYSICIAN, BISPEBJERG HOSPITAL, COPENHAGEN 


At the Sixteenth Scandinavian Congress for 
Internal Medicine, held at Uppsala in 1933, 1 reported 
results I had obtained in treating hematemesis and 
melena by giving the patients something to eat— 
i.e., varied food from the very first day, and plenty 
of it. 

The reasons which induced me to change the treat- 
ment hitherto given—namely, fasting followed by 
very cautious feeding—were: (1) that exhausted 
patients often died after hzmorrhage, in spite of 
scrupulous dieting; (2) that sometimes patients 
with protracted hemorrhage stopped bleeding when 
they were given food; and (3) that very often 
ambulant patients recovered from severe melena 
without making any particular change in their 
ordinary diet. Furthermore, it seemed to me of 
questionable advantage to starve a patient at a 
time when he is presumably in special need of sup- 
port. I had my doubts whether it was really desir- 
able that the stomach should be empty of food and 
contain free acid gastric juice, and I thought it 
improbable that a diet insufficient in calories and 
vitamins was ideal as a means of promoting healing 
of ulcers. 

It was on these grounds that I decided in 1931 
to alter my treatment and give these patients some- 
thing to eat. By 1934, when my first report appeared 
in the Acta Medica Scandinavica, I had treated 119 
cases of hematemesis and melena according to the 
new plan, and had formed the opinion that the 
mortality from profuse ulcer hemorrhage was much 
reduced, that the general condition and the condition 
of the blood improved much more quickly, and that 
convalescence was shorter. By September of this year 
the total number of cases treated was 251, and they 
form the basis of this paper. 


THE TREATMENT DESCRIBED 


From the day after their admission to the hospital 
all the patients are given a full purée diet, together 
with a mixture consisting of sod. bicarb. and mag. 
subearb. (aa 15-0 grammes), and extract hyoscyam. 
2-0 g.; one teaspoonful three times daily; also 
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0-5 g. ferri lactas t.d.s. The purée diet includes the 
following meals : 

6 A.M.: Tea, white bread and butter. 

9 A.M.: Oatmeal with milk, white bread and butter. 

1 P.M.: Dinner. 

3 P.M. : Cocoa. 

6 P.M. : “— bread and butter, sliced meats, cheese, and 
The dinner includes a variety of dishes—e.g., meat 
balls, timbale, broiled chops, omelette, fish balls, 
vegetable gratin, meat gratin, fish gratin, mashed 
potatoes, vegetable purées, vegetable soups, cream 
of vegetables, stewed apricots, apple sauce, gruel, 
and rice and tapioca puddings. The patients are 
allowed to have as much as they want. In a few 
cases (12) in which large quantities of blood have 
been lost they have been given one or two blood 
transfusions soon after admission. 


RESULTS 


The entire series comprises 286 cases of severe 
hematemesis and melena. Omitting 19 cases of 
cancer in the digestive tract, chiefly the stomach 
(in 3 of which death followed the hzmorrhage) and 
16 cases of cesophageal varices due to cirrhosis of 
the liver (3 of which were immediately fatal), there 
remain 251 cases of hwmatemesis and melzena, 
which have been taken to be genuine ulcer hemor- 
rhages—i.e., arising from ulcers of the stomach and 
duodenum. Among these 251 patients there were 
3 deaths after the hemorrhage. In chronological 
order the cases were as follows :— 


CasE 1.—Male, aged 45. Admitted August 22nd, 
1931. Had had symptoms of ulcer for six years and 
had received medical treatment three times at various 
hospitals. Four years previously had had a posterior 
gastro-enterostomy. For some years the patient had 
also had symptoms of heart disease, and for that reason 
had been awarded an invalidity pension, A week 
before admission he had dyspeptic symptoms and vomit- 
ing, and mele#na began on the day before he came into 
hospital. There was a hematemesis shortly after admis- 
sion, the patient was profoundly anemic, with hemo- 
globin 32 per cent. He was put on the purée diet with 
pulv. alcalin. c. hyoscy. one teaspoonful, and ferri. 
lact. 0-5 g. t.d.s. After six days in hospital he became 
suddenly worse with abdominal pain but no rigidity. 
A transfusion was given without improvement; the 
temperature rose and he died same day. Autopsy showed : 
diffuse peritonitis following perforation of a jejunal ulcer ; 
chronic gastric ulcer; aortic stenosis with enlargement 
of the heart and chronic interstitial nephritis. 


CasE 2.—Male, aged 40. Admitted July 4th, 1933. 
Had previously been treated eight times in various hos- 
pitals for chronic nephritis and heart disease ; and twice 
in the previous year for melena. For eight days before 
admission he had had black stools, and there had been a 
hematemesis on the previous evening. While in hospital 
he had melzna, and was in a state of suburemia. Hemo- 
globin, 48 per cent.; blood-urea, 78 mg. per 100 c.cm. 
Electrocardiography showed signs of myocardial degenera- 
tion, He was given the same treatment as Case 1, and his 
condition improved considerably. Seventeen days after 
admission, however, he collapsed and diced suddenly. 
The autopsy revealed a duodenal ulcer, with hemorrhage 
into the stomach from an eroded artery ; cardiac hyper- 
trophy and myocardial degeneration; and chronic 
nephritis. 


CasE 3.—Female, aged 76. Admitted Nov. 17th, 1934. 
Dyspeptic symptoms for about a year. Hzematemesis 
the day before admission. Very poorly on admission. 
During the day five stools with blood. Died within 
24 hours without any treatment. Autopsy showed : 
gastric ulcer and hemorrhage into the stomach, advanced 
arterio-sclerosis, and myocardial degeneration. 


Of these three fatal cases the first ought, strictly 
speaking, to be omitted, for the patient did not die of 


hemorrhage but of perforation with diffuse peri- 
tonitis. The second patient died 17 days after the 
commencement of the treatment from profuse 
hzemorrhage from an eroded artery. The third died 
shortly after admission without having got as far 
as the “‘treatment with food.” If this third case 
is included we get a mortality percentage of about 1} ; 
but without this patient (for she had not been under 
the new treatment at all) the mortality is about 1 per 
cent. 


DISCUSSION 


I shall now compare this mortality with that for 
severe ulcer hemorrhage treated on the usual lines— 
i.e., by complete or partial starvation followed by 
an ulcer diet. 

Even the mass of statistics available show considerable 
variations. In England, for instance, the mortality is 
given by Hurst (1924) as about 4 per cent.; by Bulmer 
(1932) as 10-7 per cent.; by Chiesman (1932) as 25 per 
cent.; by Aitken (1934) as about 11 per cent.; by Hellier 
as 13 per cent., 12-5 per cent., and 8-3 per cent. for proved, 
probable, or doubtful ulcers respectively ; by Letheby 
Tidy as 19 per cent.; by Davies and Nevin as 21-5 per 
cent.; and by Burger and Hartfall as 22-6 per cent. 
(hematemesis only!), which figure should be compared 
with Hurst’s earlier 4 per cent., also at Guy’s Hospital. 
These are all large collective statistics of hospitals covering 
a period of years. 

At the Royal Society of Medicine discussion on hmemat- 
emesis in March, 1934, the figures presented were even 
more variable. As Bennett points out, the differences 
from place to place may possibly be explained by the 
differences in the materials. From Canada Lynch (1927) 
gives a mortality of 12-9 per cent., and from New York 
Hinton (1931) 20 per cent. The extensive Scandinavian 
statistics show : from Sweden Mattisson (1931) 7 per cent., 
and Mossberg (1933) 9 per cent.; from Norway Frostad 
(1934) 9°4 per cent. ; and from Denmark Lindberg (1914) 
7:3 per cent., and Christiansen (1934) 7-9 per cent. 


As no doubt there are national and local differences 
in the materials I must for comparison use a series 
that is uniform with mine. Christiansen’s fulfils 
this condition, his patients being treated at the 
Kommunehospital Department 2, Copenhagen, where 
the type of case admitted is identical with mine. 
Like my own series Christiansen’s has been reduced 
by omission of cancerous and varicose hemorrhages, 
the only difference between the two is that the 
cases at the Kommunehospital were treated in the 
orthodox way. 

For the ten years 1923-32 Christiansen had a 
hemorrhage mortality of 7-9 per cent. in 289 patients 
—a figure which corresponds very closely with what 
we had in my department under the old treatment. 
The difference between Christiansen’s mortality of 
7-9 per cent. and mine of 1 per cent. is surely very 
striking. We have had four years’ experience with 
251 cases, and it seems to me justifiable to assume 
that the new “treatment with food” is a means of 
radical improvement. The mortality of 1 per cent. 
in the series thus treated is, I fancy, the lowest in 
any large series on record. 

That the hemorrhage is not aggravated putting 
an abundance of food in the stomach must apparently 
be taken as a fact ; the cause may be that the empty 
stomach, as we know, moves more than the full 
one. Possibly in most cases the bleeding has already 
stopped before the patient comes into hospital. I 
am inclined to think so. At any rate it must cer- 
tainly not be supposed that blood in the feces implies 
that the lesion is still bleeding. With our former 
treatment it was on the average 13-4 days, with 
4-5 defecations, before the feces became free of 
blood (Gregersen’s benzidine test); with our present 
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treatment melena lasts on the average 10-2 days with 
4-8 defcations (first report, 1934). This, however, does 
not mean that the lesion bleeds so long ; it is merely 
that evacuation of the blood by the bowels is a long 
process. This interpretation is supported by Hesser’s 
investigations showing that on the average 8-21 days 
elapse before ingested barium salts are completely 
discharged by patients with bleeding ulcers. 

I believe, however, that this radical change in 
mortality brought about by “treatment with food,” 
is due to something beyond its effect on the hzemor- 
rhage itself. For my experience is that patients with 
hematemesis and melzena do not usually die until 
some time—on an average 8 days—after the hemor- 
rhage begins. Thus in my opinion they do not die 
directly from loss of blood, but rather from general 
exhaustion, often with complications. This exhaus- 
tion is no doubt primarily the result of their anemic 
condition, but it is accentuated by extreme insuffi- 
ciency in food and drink, with which they are ordi- 
narily supplied at this critical moment. To me this 
is the explanation why, with “treatment with 
food,” we get a mortality so much lower, for, instead 
of weakening the patient still more, we are giving 
him support when he badly needs it. 

To my mind the decrease in mortality is the strongest 
argument for the new treatment, but there are other 
advantages. In the first place the patients make a much 
more rapid recovery from the state of shock which 
follows the loss of blood. They escape the broken 
ice, the water, the cold tea, the stingy doses of gruel, 
the milk, and the other trials of traditional practice, 
and they regain their strength much more quickly. 
Their blood also regenerates more rapidly—an 
improvement which | attribute chiefly to the mixed 
diet, and only secondarily to the iron given. Their 
dyspeptic symptoms are apt to disappear with sur- 
prising speed, and with few exceptions they have 
had no subjective symptoms on discharge. The 
advantages both to physicians and nurses are obvious, 
for the patients are easier to handle and naturally 
more contented with their lot. At the Bispebjerg 
Hospital we allowed them to move freely in bed, 
and to get up after two or three weeks. The average 
period before discharge has been five weeks, by 
which time convalescence is usually at an end. 
Before discharge they are given Ewald’s test-meal 
and Kemp’s test-meal, and the stomach is radio- 
graphed. They are then advised to continue with 
the medicine for another six weeks and with the 
purée diet for 4-6 months. 

It may be asked why these patients with ulcers 
should not have a chance of getting the regular 
ulcer cure ; in other words (as someone has put it), 
why should a patient with hematemesis be penalised 
by refusing him the ulcer cure? My answer is that 
I am not at all sure that the regular ulcer cure, with 
its partial starvation and extreme monotony, is 
really very sound. And even if it is desirable in 
ordinary cases I question whether it is applicable 
to patients who have lost blood and are in no fit 
state for debilitating dietetic measures. 

Another question which will certainly be asked is : 
What about the duration of the results; does the 
ulcer heal permanently ? On the basis of the present 
report I am unable to supply an answer. How far 
the chances of permanent cure are improved or 
otherwise by substituting a purée diet, or some other 
form of “ well-balanced diet’ in non-irritating and 
easily digestible form for the ordinary ulcer cure cannot 
at present be judged. With our present knowledge 
of vitamins, and the principles of nutrition in which 
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on the whole we now put our faith, it seems justifiable 
to assume that the healing processes are not favoured 
by an insufficient diet. I must, however, leave this 
problem for further study. My main thesis now is 
simply that whatever treatment is chosen, it should 
not be made more drastic for patients with hzemor- 
rhage than for those who have none. On the contrary, 
it should be made less rigorous. 


REFERENCES 
Aitken, R. S.: THE LANCET, 1934, i., 839. 
Bennett, T. I.: Proc. Roy. Soc. Med., 1934, xxvii., 1532. 
Bulmer, E.: THE LANCET, 1932, ii., 720. 
Burger, G., and Hartfall, 8. J.: Guy’s Hosp. Rep., 1934, lxxxiv. 
dis 
Chiesman, W. E.: THE LANCET, 1932, ii., 722. 
Christiansen, T.: Hospitalstid., 1934, Ixxvii., 1023. 
Davies, T. A. L., and Nevin, R. W.: Brit. Med. Jour., 1934, ii., 
58. 
Frostad, S.: Norsk mag. f. legevidensk., 1934, xcv., 578. 
Hellier, F. F.: THE LANCET, 1934, ii., 1271. 
Hesser, S.: Acta med. Scand., 1934, Suppl. lix., p. 367. 
Hinton, J. W.: Ann. of Surg., 1931, xciii., 844. 
Hurst, A. F. (Conybeare, J. J.): THE LANCET, 1924, i., 1095. 
Lindberg, H.: Nord. med. Arch., 1914, No. 19. 
Lynch, R.: Canad. Med. Assoc. Jour., 1927, xvii., 67. 
Mattisson, K.: Das Magengeschwiir, Stockholm, 1931. 
Meulengracht, E.: Acta med. Scand., 1934, Suppl. lix., 


p. 375. 
Mossberg, O.: Hygiea, 1933, xcv., 898. 
Tidy, H. L.: THE LANCET, 1934, ii., 1365. 





RADIOLOGICAL ASPECTS OF 
ANOMALIES OF INTESTINAL ROTATION 


By E. L. Rustin, M.D. Liverp., D.M.R.E. 
RADIOLOGICAL REGISTRAR, LIVERPOOL ROYAL INFIRMARY 


ALTHOUGH minor degrees of developmental mis- 
placement of the intestine are quite commonly met 
with, failure of the second stage of rotation of the 
midgut loop is comparatively rare. It has been 
discovered from time to time post mortem and is 
occasionally encountered by the surgeon operating 
either for an unallied condition or for one of the 
acute abdominal emergencies to which anomalies 
of intestinal rotation may give rise. Where non- 
rotation of the gut has been discovered at operation, 
its existence has usually been unsuspected before- 
hand, and this is not surprising since, apart from an 
isolated and apparently neglected case reported by 
Mayo?! in 1912, the condition was not observed 
radiologically until 1921, when two cases of “left- 
sided colon’’ were published by Hurst.? There is 
now however a fuller appreciation of the surgical 
importance of anomalies of intestinal rotation and 
they are no longer regarded as mere anatomical 
curiosities. Spitz* has reported 3 cases of common 
mesentery with non-rotation of the intestine, to add 
to the 41 such cases in which the X ray findings have 
been described. 

No attempt is made here to discuss the embryology 
of intestinal rotation : a detailed and widely accepted 
account of the factors concerned is given by Frazer 
and Robbins * and both embryological and surgical 
aspects are fully considered by Dott.® 

It will be remembered that it is in the midgut loop that 
errors of development are commonest—i.e., in that 
portion of the alimentary tract from the duodenal biliary 
papilla to the left third of the transverse colon, or that 
portion of the intestine which receives its blood-supply 
from the superior mesenteric artery. Of the three stages 
of rotation, the first stage takes place between the fifth 
and tenth weeks while the loop lies in the umbilical cord, 
and lasts to the time of return of the intestine to the 
abdomen. Failure of the first stage of rotation occurs 
only in connexion with the rare condition of extroversion 
of the cloaca, and the term non-rotation refers to a failure 
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in the second stage. The second stage is the stage of 
return and rotation; occurs about the tenth week, and 
comes to an end when the whole length of the colon is in 
ts proper plane relative to the small intestine. The 
cecum, which at first lies on the left side of the body 
cavity in the umbilical region, rotates round the axis 
f the superior mesenteric artery so that it comes to lie 
on the right side in the subhepatic region, the cecum and 
proximal colon sharing a mesentery common to them 
and to the small intestine. The third stage is concerned 
with the descent of the c#cum and its fixation to the 
posterior abdominal wall by a fusion of its mesentery with 
the posterior parietal peritoneum. In this stage also, 
the duodenojejunal flexure is formed and fixed. 


In most of the recorded cases non-rotation or mal- 

rotation of the intestine has given rise to no symptoms 
and has been discovered accidentally at operation 
Maleolm,® Rixford,? Eggers,* Klopp,® Schrup,?° 
Corkhill," and others). Of the 48 cases including 3 
collected by Dott, 35 were accidentally discovered 
and the intestinal misplacement gave rise to no 
symptoms. In 13 cases erroneous fixation of the 
bowels was the directly predisposing cause of intestinal 
obstruction (Denzer,* Lee and Nye, Moritz,)4 
Kelley,1®> and others). The immediately exciting 
cause is commonly a torsion or volvulus of a large 
segment of intestine. The surgical aspect of derange- 
ment of intestinal distribution is discussed by Green,*® 
and a comprehensive review of published cases is 
made by Haymond and Dragstedt.*? 

It is clear that the surgeon, in attempting to 
reduce a segment of bowel which has undergone 
torsion, will be unable to visualise the condition of 
the intestine before torsion if he fails to recognise 
the coexistence of an anomaly of rotation. As Dott 
points out, such failure may lead to grave errors in 
procedure or to injurious prolongation of the opera- 
tion, or to its abandonment. The difficulty is well 
illustrated by a case reported by Mole ?* and it has 

also been re- 

e marked by 

Grant.!® Natu- 
rally it is im- 
practicable to 
earry out full 
X ray exami- 
nation of 
patients re- 
quiring imme- 
diate opera- 
tion; but since 
the symptoms 
to which ano- 
malies of rota- 
tion may give 
rise have often 
been  experi- 
enced inter- 
mittently since 
early child- 
hood, a large 
proportion of 
cases will come 
under observa- 
tion before 
complete obstruction has occurred ; and the value of a 
preoperative knowledge of the X ray appearances in 
developmental] intestinal misplacements is manifest. 


FIG. 2 (Case 1).—Left-sided colon by 
barium enema. 


CASES OF NON-ROTATION OF GUT 


CasE 1.—Healthy male,aged 44. Admitted to hospital 
for operation for right inguinal hernia which had been 
present for 44 years. His only symptom was occasional 


colicky pains in lower abdomen (six months). Hernia 
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well controlled by truss. The colicky pains were 
experienced only when the truss was not being worn and 
never when the patient was lying down. No other 
complaint. Stated he had an ulcer on the stomach when 
he was seven years of age, but no tangible information on 





FIG. 1 (Case 1).—There is a small duodena! diverticulum and 
inversion of the duodenum. The duodenojejunal junction is 
situated in the right hypochondrium. 


this point could be obtained. In view of his colicky pains 
(which were thought to be due to the hernia when decon- 
trolled) the patient was referred for X ray examination of 
the gastro-intestinal tract. The findings are as follows :- 

The opaque meal passed normally along the @sophagus 
into the stomach which was normally placed, presented 
no unusual feature, and emptied at a normal rate. There 
was a small diverticulum about the junction of the first 
and second parts of the duodenum (entirely unassociated 
with symptoms). The first and second parts of the 
duodenum took a normal course, the second part passing 
vertically downward a little to the right of the midline 
to form the lower curve at its junction with the ascending 
or third part of the duodenum. The direction of the 
lower flexure was reversed so that the third part of the 
duodenum was directed from below upwards and to 
the right. There was no duodenojejunal flexure and the 
junction of the duodenum and jejunum was situated in the 
right hypochondrium (Fig. 1). On following the course 
of the mea] through the gastro-intestinal tract it was found 
that the whole of the small intestine, with the exception 
of a small segment of the terminal ileum, lay on the right 
side of the abdomen. The rate of passage of the meal 
through the small bowel was rather rapid,and in three 
hours the head of the meal had filled the proximal three- 
fourths of the ascending colon. A film taken at this time 
showed the cecum and greater part of the ascending colon 
situated entirely on the left side of the abdomen. The 
terminal ileum entered the c#cum from right to left. 
Six hours after the administration of the meal saw the 
barium entirely in the ascending and transverse colon 
except for a trace in the terminal ileum. The ascending 
colon rose rather high and terminated in a flexure in 
relation to the greater curvature of the stomach. After 
24 hours, the barium had been partly evacuated. The 
remainder was mainly distributed throughout the descend 
ing and transverse colon. 

A barium enema (Fig. 2), which passed normally, 
confirmed the left-sided location of the entire colon, 
There was no great redundancy. With the patient supine 
the shadows of the ascending and descending colon were 
very largely superimposed. The splenic flexure was 
normally situated and the transverse colon was represented 
by a short downward loop. There was some mobility of 
the ascending colon but this did not appear to be excessive 
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On fluoroscopic examination of the thorax, the heart 
and great vessels were normally placed. The liver dullness 
was normal and the patient presented no evidence of 
any other developmental abnormality. The above 
conditions were symptomless and their discovery 





FIG. 3 (Case 2). : 
duodenojejunal flexure is absent from behind the stomach. 


Right-sided inversion of the duodenum, The 


accidental, so that the question of operation did not 
arise (except that the inguinal hernia for which the patient 
was admitted was repaired, the sac presenting no unusual 
feature). But the X ray appearances are those of failure 
of the second stage of rotation of the midgut loop and are 
in themselves conclusive. 


The condition seen in this case is variously described 
as non-rotation, “left-sided colon ’’ and mesenterium 
commune. The whole of the midgut shares a common 
mesentery so that, unless the ascending colon forms 
secondary attachments, the small intestine, ascending 
colon, and proximal half of the transverse colon may 
be freely suspended in their common mesentery by 
a narrow pedicle, thus forming ideal conditions for 
torsion or volvulus formation. Vasselle,?° in describ- 
ing the X ray appearances in non-rotation, remarks 
on the rapid rate of passage of the barium meal 
through the intestine, a feature which other observers 
have also noted. Babaiantz and Kadrnka®* report 
3 cases of non-rotation, and give the following six 
characteristic features in the X ray appearances 
the presence of which, they say, would justify the 
diagnosis of ““common mesentery”: (1) right-sided 
inversion of the third part of the duodenum; (2) 
absence of the duodenojejunal flexure ; (3) position 
of the small intestine on the right side ; (4). position 
of the proximal colon on the left side; (5) absence 
of the hepatic flexure; and (6) the formation of 
another proximal colic angle (which they term the 
““mesenteric.”) Each of these features is illustrated 
in the case described above. 

Case 2.—Essentially similar to Case 1, and will be 
summarily described: Male aged 45; gastroptosis; 
ulcer on lesser curvature and small six-hour residue in 
stomach. The third or ascending part of the duodenum 
ran from below upwards and to the right and the duodenoe 
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jejunal flexure was absent from behind the stomach 
(Fig. 3). The small intestine was situated almost entirely 
on the right side and the large intestine wholly on the 
left side of theabdomen. Apart from the misplacements, 
the appearances of and the rate of passage of the barium 
through the bowel were normal, The intrathoracic 
vascular shadows were normally placed. The appearance 
of the colon by barium enema is illustrated in Fig. 4. 

A further case of non-rotation of the gut in a male 
aged 44 was seen by Dr. R. E. Roberts as long ago 
as 1920 and has hitherto been unpublished. I have 
been privileged to see the original films of this case, 
which clearly show sinistrocolon and right-sided 
inversion of the duodenum as in the other cases here 
described. 

When symptoms are present with congenital mal- 
formations of the mesentery they are usually com- 
plained of in childhood. Waugh ** records 5 cases 
in children, 4 of whom had been under continuous 
treatment for “indigestion”’ from within the first 
few months of life. Attacks of abdominal pain of 
great intensity were experienced intermittently over 
a period of years, each attack of pain subsiding and 
leaving no trace of detectable organic change in any 
of the abdominal organs or their functions. The 
symptoms were unlike any of the well-known surgical 
lesions, but 3 of the cases were labelled ‘‘ chronic 


appendicitis.” The most arresting physical sign 
is a sense of emptiness in the right iliac fossa. This 


fossa is normally occupied by ascending colon and 
small intestine, both being components of the mid- 
gut. Either the one or the other may be absent and 
an asymmetrical fullness may be noted on palpating 
the left iliac fossa. The symptoms and signs present 
in childhood may then be suggestive of the condition 
giving rise to them, and a preoperative clinical 
diagnosis is not infrequently made. 

Waugh describes such a case diagnosed on symptoms 
and physical 
signs in which 
the left-sided 
location of the 
colon was con- 
firmed at oper- 
ation. He 
accidentally 
discovered an 
exactly similar 
case of non- 
rotation in a 
second = child 
during an 
operation for 
acute appendi- 
citis, apart 
from the symp- 
toms of which 
the patient 
never had a 
complaint. In 
both cases the 





condition was FIG. 4 (Case 2).—Barium enema. The colon 
one of non- is situated entirely to the left of the 
rotation. but midline and the shadows of the ascending 


and descending colon are largely super- 
in the first case imposed, 

(associated 

with symptoms) the ascending colon was enclosed 
in the same primitive layer of mesentery as 
the small intestine. No secondary fixation had 
occurred anywhere, so that the whole weight 
of the primitive midgut was supported by the 
stomach. In the second case (unassociated with 
symptoms) the ascending colon had acquired over 
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its whole length a secondary attachment and firm 
fixation to the left side of the bodies of the vertebra 
and was not contained within the fold of primitive 
mesentery common to it and the small intestine. The 
absence of fixation of the ascending colon appears to 
be a deciding factor as to the presence of symptoms. 
Symptoms when present are clearly not due to the 
misplacements per se, but to the results of the 
excessive mobility or undue fixation of the bowel 
which may accompany them, such conditions coming 
outside the pale of the “normal fluidity of the 
abdominal anatomy” which has been convincingly 
demonstrated by Barclay.** 

In the adult symptoms are less often encountered. 
They have been described in some detail by Spitz,* 
and when present are usually vague. The commonest 
complication in adults is volvulus of the ileocecal 
segment. 

OTHER ANOMALIES 

Minor degrees of defective mesenteric fixation at 
the third stage of rotation are frequently encountered, 
and the undescended cecum is fully considered by 
Peirce.2* Left-sided cecum, of course, is not very 

rare and lesser de- 

grees of ‘‘ wandering 

cecum ”’ are a com- 

monplace. But they 

are not without 

significance, as 

Waugh ?5 has shown 

in his well-known 

work on the morbid 

consequences of a 

mobile ascending 

colon. For this 

; reason they are 

CAECUM briefly considered 

here. Fig. 5 is a 

diagram of _ the 

colon of a male 

aged 56. The cecum was situated in the left iliac 

fossa from which the ascending colon rose 

diagonally across the abdomen to reach a normally 

placed hepatic flexure. The cxcum retained its 

position on the left side of the abdomen when the 

patient lay on his right side and was observed there 
on several different occasions. 

The question whether a left-sided cecum is due to 
malrotation (second stage) or whether it is due to 
defective mesenteric fixation (third stage) may arise. 
It has been asserted that adhesions found round a 
left-sided cxecum may be prenatal in origin, occurring 
as a result of a supposed fetal peritonitis. The 
presence of such adhesions has been offered as an 
explanation of the failure of the colon to rotate— 
an explanation which is rejected by Dott. At 
any rate the differentiation between non-rotation 
and “excessive rotation’? may be made, according 
to Dott, by observing the location of the appendix 
(or the point of entry of the terminal ileum into the 
cecum). If a left-sided cecum is associated with 
non-rotation, the root of the appendix will be found 
on the right side of the cecum. If a mobile cecum 
has crossed the floor of the pelvis to the left side, the 
root of the appendix will be found on its left surface. 
Although these points may be easily recognised when 
the cecum is seen at operation, there will often be 
difficulty when one is dealing with shadows in the 
region of a bound-down cecum, and the differentiation 
is best made radiologically by noting the presence 
or absence of other anomalies in the duodenum and 
small intestine. Spitz* illustrates a case radio- 


FIG, 5.—Left-sided ceecum, 


graphically and Denzer }* describes one post mortem, 
in which the disposition of the colon was, in each 
case, similar to that illustrated in Fig. 5 (e#cum 
in left iliac fossa, hepatic flexure on right side). 
In both cases the third part of the duodenum ran 
an abnormal course and the small intestine was 
situated on the right side of the abdomen, both 
cases being examples of mal-rotation. In the case 
illustrated in Fig. 5 the duodenum ran a normal 
course throughout its length, and no abnormality 
other than the left-sided position of the ca#cum was 
to be found. The case is therefore, in all probability, 
one of “‘excessive rotation.” It may be said that 
if, in a case of left-sided cecum, the small intestine 
is situated on the right side of the abdomen and right- 
sided inversion of the duodenum is present, the case 
is undoubtedly one of non-rotation. If a left-sided 
cecum is unassociated with these anomalies the case 
is probably one of mobile cxzecum which has crossed the 
floor of the pelvis to the left side, and become fixed 
there, though the differentiation cannot be made with 
certainty on X ray evidence alone. 

There are, of course, many intermediate and varied 
types of congenital anomalies of the mesentery which 
may give no radiological evidence of their presence. 
In the rare condition of reversed rotation, the abnormal 
relation of the transverse colon and duodenum to the 
superior mesenteric artery can be demonstrated only 
at operation, and since the large bowel occupies 
its normal position in the abdomen (except that its 
anterior and posterior surfaces are reversed) the 
condition is likely to pass unrecognised. Anomalous 
bands compressing the bowel may give indications 
of such compression, but, in the absence of any 
demonstrable anomaly of the duodenum, small 
bowel, or colon (which should always be sought, 
especially in children), no radiological indication 
of the cause of the compression. With regard to 
gross misplacements, an instructive case is described 
by LeWald. X ray examination was discontinued 
after an abnormality in the course of the duodenum 
had been noted; at operation the condition of non- 
rotation was found. LeWald?* makes clear the 
importance, in recognising anomalies of rotation, 
of visualising the course of the duodenum throughout 
its length and of making a complete examination of 
the gastro-intestinal tract. 

Where there are anomalies of distribution of the 
intestine other congenital abnormalities are seldom 
to be found. Much of the colon, together with other 
abdominal viscera, may be found in the pleural 
cavity owing to congenital openings in the diaphragm. 
A case of non-rotation is reported by Grant?’ in 
a patient who also had congenital absence of the 
left radius, thumb, first metacarpal and corresponding 
carpal bones. Non-rotation of the intestine could 
hardly be confused with transposition of the 
viscera, but in the rare event of a combination of 
the two conditions in the same individual the entire 
colon would lie on the right side. This was so in 
the case (post mortem) of non-rotation together 
with partial transposition of the viscera reported by 
Sandera.** Very real difficulties may be encountered 
in interpreting the varied appearances which may 
present themselves in such a rare combination. 
These appearances have been dealt with by Spitz * 
who has reviewed the few cases in which the combined 
conditions have been found post mortem. 


DUODENUM INVERSUM 


The absence of the duodenojejunal flexure behind 
the stomach, and the presence of the duodeno- 
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jejunal junction in the right hepochendciom (see 
Fig. 1) have often been noted at operation in cases 
of non-rotation. But the presence of “right-sided 
duodenum inversum,” as it has been termed, has 
on rare occasions been found where the second stage 
of rotation has been complete—i.e., in subjects in 
whom the small bowel and colon occupy their normal 
sites. According to Weinbren ** (1934) only about 
30 such cases are on record. It will be remembered 
that the duodenum itself takes no part in the actual 
rotation of the intestine, the normal curve of the 
duodenum being shaped by the growth of the head of 
the pancreas which develops on the left side of the 
duodenum as an outgrowth from it. The inversion 
of the duodenum is due to defective attachment of the 
duodenal mesentery or lack of subsequent fixation 
whereby the duodenum may remain mobile. Of the 
cases reported by Sandera,®® in which, despite a 
duodenum inversum, the duodenojejunal flexure 
yas present and situated to the left of the midline, 
2 were operated upon; and, in addition to faulty 
fixation of the duodenum, a deformity of the head 
of the pancreas was found. Further examples of an 
abnormally shaped duodenum were encountered in 
the dissecting-room by Anderson,*! and in the 
operating-theatre by Armstrong,*? in both of which 
cases an abnormality of the head of the pancreas 
was also noted. Inversion of the duodenum, accord- 
ing to Sandera,** may be associated not only with 
abnormalities of the head of the pancreas, but also 
of the right kidney, portal vein,-and transverse 
mesocolon. An abnormal mobility of the duodenum 
may however be present and give rise to symptoms 
without inversion and when the duodenojejunal 
flexure is in its normal position (Freeman **), 

Of the reported cases of inversion of the duodenum, 
some have been symptomless, while others have 
presented symptoms which have been ascribed to the 
condition. Sandera** holds the view that the 
presence of a mobile duodenum inversum may give 
rise to symptoms ascribable to dysfunction of the 
organs whose ducts empty into the duodenum, and 
states that the condition confers a predisposition to 
pancreatitis and cholecystitis. Three of Weinbren’s 
cases gave a history of recurrent attacks of diarrhea, 
and in several reported cases rapid passage of the 
barium meal through the alimentary tract has been 
noted. In 2 cases Weinbren conclusively demon- 
strated the mobility of the duodenum by showing 
the presence of right-sided duodenum inversum in 
the erect position, while the course of the duodenum 
altered so that it approximated the normal when the 
patients were radiographed in the prone position. 
This demonstrable mobility of the duodenum has 
also been referred to by Hirthle.*® It is not always 
present. 

The significance of right-sided duodenum inversum 
and the importance of its radiological recognition 
are that the condition indicates not only defective 
mesenteric attachment of the duodenum, but also 
the possible existence of the other congenital or 
acquired abnormalities already mentioned, which 
are frequently associated with it—abnormalities 
which may in themselves be unrecognisable by 
present-day X ray methods. 

SUMMARY 

(1) Reference is made to the surgical importance 
of anomalies of intestinal rotation and to the desir- 
ability of their pre-operative recognition. (2) Two 
cases of sinistrocolon due to failure of the second 
stage of rotation are reported. The X ray appearances 
throughout the gastro-intestinal tract are described. 


(3) Minor degrees of defective mesenteric fixation in 
the third stage of rotation are common, but are not 
without surgical significance. A brief discussion 
centres round the description of a case of “left- 
sided cecum.” (4) Right-sided duodenum inversum 
may be unassociated with any other intestinal 
misplacement. Apart from the significance of the 
condition itself, it is often associated with other 
congenital abnormalities which cannot be detected 
radiographically, though they may produce symptoms. 
The recognition of duodenal inversion is therefore of 
importance and depends upon the radiographic or 
fluoroscopic visualisation of the duodenum throughout 
its length. 


I am indebted to Dr. R. E. Roberts for his permission 
to publish these cases. My thanks arealso due to Mr. H. F. 
Woolfenden and to Mr. R. Kennon for allowing me to 


discuss here cases admitted under their care. 
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INDUCTION OF CANCER BY CRACKED 
MINERAL OILS 


By C. C. Twort, M.D. Aberd. 


AND J. M. Twort, B.Sc. Lond. 
(From the Laboratories of the Manchester Committee 
on Cancer) 


THERE is no gainsaying that the high compression 
internal combustion engine (the Diesel) is, for heavy 
motor vehicles, gradually replacing the lower com- 
pression engine, and it is not unlikely that in the 
relatively near future the same process of evolution 
will take place as regards the private motor vehicle. 
Apparently a few years will see the majority of the 
many thousands of motor omnibuses in service on 
the London streets propelled by the Diesel-type 
engine, and it is because we have foreseen this 
probable evolution that a few tentative experiments 
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in relation to the medical aspects of the subject 
have been carried out here during the last four or 
five years. It is our intention here briefly to point out 
a few of the indications that we have received from 
these experiments, especially in relation to cancer. 

It has been definitely established for many years 
that apparently any organic material that is suitably 
retorted can be converted into compounds carcino- 
genic for the skin of animals, but it is of course not 
to be assumed that such compounds would be 
carcinogenic for the internal organs of man. It is 
necessary to bear in mind the fundamental difference 
between a mucous membrane and skin, with its 
attendant mucus and fat respectively, and it is not 
unlikely that the water-soluble derivatives of the 
fat-soluble carcinogenic skin compounds would play 
a more important part in carcinoma of the lung and 
alimentary tract than they do in carcinoma of the 
skin. Direct experiments in this connexion with 
sulphonic acid derivatives of the lowly carcinogenic 
Chrysene and a highly carcinogenic synthetic tar 
resulted in no reaction being observed on the part of 
the skin. This was not surprising, but, on the other 
hand, it may be well to record that an extensive 
squamous-celled carcinoma of the fore-stomach was 
observed by us in a single mouse among this par- 
ticular 500 experimental animals. The tumour may, 
of course, have been a spontaneous growth, very 
rare examples of which are encountered in this variety 
of animal, but it is rather curious that the only 
specimen of its kind with which we have met among 
over 100,000 animals should have occurred in an 
experiment designed for this particular purpose, 

The first real direct experiments undertaken in 
relation to our subject were those in which mice 
were exposed to the fumes arising from mineral oil, 
cracked on an electrically heated metallic plate. 

One hundred animals were used in each group, 
group 1 comprising those painted on the skin with 
gas tar, while group 2 were kept unpainted as controls. 
Groups 3 and 4 were corresponding lots of animals 
kept in the ordinary well-ventilated animal house. 
The following results were obtained. 

(a) Skin tumours in group 1 arose definitely earlier 
than they did in group 3, the carcinogenic potency 
of the tar being 80 and 18 respectively. Scrutiny of 
Table I. shows that the survival rate of the group 1 
animals was relatively poor, but despite this the 
number of tumours in a given period of time was 
always above that found in group 3. 


TABLE I 


Average week 
of tumour 
appearance. 


Sur- 
vival 
rate 
for 
week 
(lith 
to 

35th 
week). 


Carcinogenic 
potency. 


Tumour. 


Group. 
Benign. 
Malig. 

Total, 
Benign. 
Malignant Lag. 


Benign. 


— | 
~~! 
aa | 


58°56 


re 

nm 
_ 
=~! 


74°64 


1 
3 


(b) Lung tumours, which are often reported as 
occurring frequently among normal mice, we found 
in not much more than 2 per cent. among some 
thousand or so of our animals examined, There 
was no definite evidence that in the experiments 
under consideration the oil fumes caused an increase 
in the incidence of lung tumours. Ordinary catarrhal 
changes are frequent in the lungs of mice, but with 
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the present animals these changes were definitely 
more marked among the group | and 2 animals than 
among those comprising groups 3 and 4. 

(c) A limited number of blood counts were carried 
out. While no appreciable difference in members of 
the four groups of animals was noted as regards the 
red cells, there were indications of a higher average 
polynuclear count in the animals exposed to the oil 
fumes, Thus: 

TABLE I] 


Animals 
examined. 


Average 
per cent. of 
polynuclears. 
17 cove 23°8 
3) vewe 34°7 


30 cece 22°9 


13 cece 19°6 


Group. 


A further line of investigation was with an oil 
recovered from the exhaust of an internal com- 
bustion engine. From about 1 cwt. of soot moved 
from the expansion chamber of a 36h.p. stationary 
Rushton-Hornby high compression internal com- 
bustion engine about 3 per cent. of an oily, tarry 
material was recovered by extraction. A dilution of 
20 parts of the oil and 80 parts of chloroform was 
applied to the backs of 100 animals in the ordinary 
manner. Unfortunately the survival rate was poor, 
the average number of animals surviving per week, 
from the llth to the 35th week, being only 31°88. 
Consequently but few tumours were obtained, six in 
all, the first arising during the 24th week, and one 
only becoming malignant on the 42nd week, prac- 
tically at the end of the experiment, when only a 
few survivors remained. The carcinogenic potency, 
calculated according to our methods, was 17, and as 
we have found that with 10 per cent. dilutions of 
highly carcinogenic mineral oils the relative potency 
figures obtained are directly proportional to the 
dilution, the carcinogenic potency of the pure 
recovered oil is considered as 85. This, of course, 
is a high figure for any mineral oil other than shale 
oil, and it is what one would anticipate in view of 
the temperature at which the oil must have been 
cracked, The recovered oil was also subjected to ou 
injection test. 

Owing to the obvious toxicity of the oil for the 
general animal economy it was only possible to 
utilise a 10 per cent. dilution in liquid paraffin. The 
refractive index fall more or less confirmed the 
findings as regards carcinogenicity obtained by skin 
application. The ‘violence test’’ for ascertaining 
the relative amounts of dermatitic and carcinogenic 
constituents responsible for the refractive index fall 
has yet to be performed. This latter test is based on 
the conception that the dermatitic constituents have 
a lower molecular weight and are more easily oxidised 
or hydrogenated by the animal than is the case with 
the carcinogenic constituents. Consequently the 
difference between inflammation and cancer in our 
experience we imagine may be essentially one of 
difference in violence of reaction on the part of the 
animal. 

Some further observations we have made are that 
the lighter grade Diesel fuel oils are non-carcinogenic 
for the skins of mice, but a heavier grade tested was 
definitely carcinogenic. Several of the lighter grade 
only, each of which was applied daily to the inter- 
scapular region of 100 mice, failed to induce a single 
tumour, although dermatitis was evident, and they 
had a high toxicity for the animal economy in general. 
The oils in question had a very low viscosity, having 





1 Journal of Hygiene, 1935, xxxv., 125. 
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superficially the appearance of a highly coloured 
kerosene, negative results as to carcinogenesis being 
of course to be expected. The heavier grade Diesel 
fuel oil was the older type dirty-looking oily mixture 
with a kinematic viscosity of 13°7. When applied 
daily to 100 mice it induced 18 tumours, 3 of which 
became malignant ; but when only two applications 
per week were made to a further 100 animals, a 
much more severe test, only a single tumour was 
observed. 

Lubricating oils recovered from the sump of private 
motor vehicles were more carcinogenic than the 
original oils used for lubricating. Again, we have 
observed that the carcinogenicity of crude shale oils 
tends to decrease as the retorting temperature 
is lowered, but at the lowest temperature tested— 
namely, 400° C.—the oil was still carcinogenic. Three 
oils, cracked in the laboratory at 385°C. under 
50 atmospheres pressure gave the following readings: 


TABLE III 
Carcinogenic potency. 





Oil. Before After 
cracking. cracking. 
Liquid paraffin 7 Be 0 ie ia 28 
Texas engine .. ee ie 1 phn 29 
Shale spindle .. as oa 244 owen 138 


indicating the gradual approximation of the carcino- 
genicity of the three oils after cracking. 
CONCLUSION 

If mineral oils and tars are instrumental in inducing 
carcinoma of the lung or alimentary tract of man it 
is probable that the constituents of the oils causing 
the trouble will be found to be dissimilar to those 
causing skin carcinoma. We anticipate that the 
molecular weight of the former would be lower than 
that of the latter, and would be possibly similar to 
some of those compounds which induce dermatitis of 
the skin of the animal. Our future investigations in 
this field will therefore be specially directed towards 
the examination of atomised refined oils in preference 
to crude, cracked products. 





THE U WAVE OF THE ELECTRO- 
CARDIOGRAM 


By E. Hrinpen, M.B. Camb., M.R.C.P. Lond. 


LATE OUT-PATIENT MEDICAL OFFICER AT THE NATIONAL 
HOSPITAL FOR DISEASES OF THE HEART, LONDON 





A SMALL upright wave, after the T wave, is some- 
times seen in human electrocardiograms. Most 
modern text-books state merely that it occurs in 
early diastole, that probably it is due to the great 
vessels, and that it is of no importance. It was first 
described and named the U wave by Einthoven,? 
who thought that it occurred in systole and was 
pathological. Hering * considered that it was due 
to contraction of the truncus arteriosus, but this 
explanation does not appear to be substantiated by 
the work of Lewis and Rothschild* on the time of 
propagation of the impulse in the ventricle. Lewis 
and Gilder,‘ working on curves obtained from normal 
subjects, gave statistics of the U wave in health. 
They found that it was present in 90 per cent. of 
curves from lead II., its maximum height being 
0-8 mm. and its average height 0-16 mm. It was 
also found, but less frequently, in leads I. and III. 
They pointed out that the U wave can have two 
forms: it can occur either as a sharp peak imme- 
diately after the termination of the preceding T wave 


(at times, even, the U wave begins to rise before the 
downstroke of the T wave reaches the iso-electric 
level); or else it occurs as a bending of the whole of 
the T-—P interval into a broad, shallow wave. These 
are later referred to as Types I. and II. respectively. 





FIG. 1.—Lead II. TypelI. U wave. 


Two recent contributions on this subject may be 
mentioned here. Maekowa,® working with strips of 
frog’s heart, took simultaneous myographic and 
electrocardiographic tracings, and concluded that 
the U wave was due to prolonged contraction and 
delayed relaxation at the basal part of the ventricles. 
Clinically, he considered that the Type I. wave was 
normal and the Type II. abnormal. Trendelenberg * 
found U waves frequently in lead II., and almost 
constantly in needle-leads taken directly from the 





FIG. 2.—Lead II. Type II. U wave. 


chest wall. He suggested the following three possi- 
bilities in explanation: (1) that it is due to the 
rapid current of blood in the great vessels at the 
beginning of diastole ; (2) that it is due to the pre- 
sence of fibres in the heart, which actively dilate it 
at the end of systole—the so-called “‘ active diastole ” ; 
(3) that it is due to active systole of the aorta. How- 
ever, he did not state which of these explanations he 
favoured. 

The present inquiry was undertaken to see what 
new facts about the wave might be discovered. 
There are here 
collected 104 
patients show- 
ing a U wave of 
a minimum size 
of 0-5 mm. (In 
Table I., giving 
the heights of 
the wave in the 
various leads, 
some are re- = 
corded smaller 
than this mini- 
mum, but in 
every such case 
there was a wave of the stipulated size in another 
lead.) Of these 104 patients, 86 were seen in out- 
patients by three of the consulting staff of the 
Heart Hospital during the years 1932-34; this 
is an incidence of 2-3 per cent., as 3744 new out- 
patients were seen in all by these physicians during 
that period. There are 109 tracings for analysis, 
as several tracings were taken from some of the 
patients. 

The following examples illustrate the various types 
of U wave. 

Fig. 1. Lead II. This shows the Type I. wave, that is, 
the peaked wave arising directly after the end of the 














FIG. 3.—Leads Il.and III. U wavesin 
both leads. 
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In one or two cycles the U wave upstroke 
begins before the end of the downstroke of the T wave. 
It was taken from a woman aged 26, who complained of 
tiredness, palpitation, and giddiness. She had a rheu- 
matic history, and there was a soft systolic murmur heard 
all over the precordium, but no definite valvular disease 
was found 

Fig. 2. Lead II. This shows the Type II. wave—that 
is, a bending of the whole of the T-—P interval. The 
patient was a woman aged 70, with a heart enlarged to 
right and left. She complained of a constant ache in 











FIG. 4.—Lead II. Summation of the U wave 
with the succeeding P wave in cycles 3, 4, and 8. 


the chest and acute pain after exercise. Her blood 
pressure was 210/110, and the diagnosis hypertension 
and angina pectoris. 

Fig. 3. Leads II. and TIT. This shows a well-marked 
U wave in both leads. It was taken from a man aged 32, 
who was rejected for life assurance because of a soft 
systolic murmur. Clinically there was no heart disease. 

Fig. 4. Lead II. This is a noteworthy tracing. It 
was taken from a woman aged 22, who complained of 
palpitation and an irregular pulse. Clinically there was 
no heart disease, the irregularity being due to premature 
contractions. The tracing shows tachycardia (rate= 115) 
with pronounced U waves. In cycles 3, 4, and 5 only 
two waves can be seen between the successive Q RS com- 
plexes. This is due to the summation of the U wave 





FIG. 5.—Lead II. Auricular flutter simulating U waves. 


with the succeeding P wave. It will be noted that the 
second wave in these cycles is higher than the P wave 
usually is, and that the duration of the cycle is less than 
usual ;’ this can best be seen by comparing cycle 5 with 
cycle 6. 

Fig. 5. Lead II. This is included to show the diffi- 
culty sometimes met with in distinguishing the wave 
It is a case of auricular flutter, which closely simulates 
the Type I. U wave. 

ANALYSIS OF THE TRACINGS 

The 104 patients yielded 109 electrocardiograms 
showing this wave. Almost always, a patient who 
once showed this wave showed it whenever a sub- 


TABLE I 
Height of the U Wave (in millimetres) 


Lead I, Lead ITI. Lead III, 
Less than 0°5 oa” DE ‘aawe L ccse 
05 ee BS estes G esse 9 
0°6 ee 2 ° 
0-7 1 11 2 
08 2 26 2 
0-9 1 23 
1°0 3 24 1 
11 2 
1°2 2 
1°3 es 
1°4 e ee 
1°5 6 
More than 1°5 2 
34 105 32 


sequent tracing was taken. Table I. gives the height 
of the wave. 
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The U wave was found twice in lead I. alone, 
28 times in leads I. and II., and 4 times in leads I., 
Il., and III. It was found 47 times in lead II. alone, 
and 26 times in leads II. and III. In lead III. alone 
it was found twice. 

CLINICAL ASSOCIATIONS 

It happened that of the 104 patients, 52 were men 

and 52 were women. 
TABLE II 
Age of the Patients and their Clinical Condition 


Classified by age : 


nder 15 years of age .. ae ee 5 

Between 16 and 30 ee os 6a 29 

- 31 ,, 45 ae na e* 20 

99 ~~ »s eo oe ee 36 

More than 60 years of age - ae 13 
The age of one patient was not stated. Per 
cent 
No evidence of cardiovascular disease 33 (32) 
Arterio-sclerosis .. ea oe es e- 22 (21) 
Rheumatic carditis oe ee - -» 19 (18) 
Hypertension es , 12 (11) 
Thyrotoxicosis ‘i 5 (5) 
Post-toxic states a ae — nt 5 (5) 
Wassermann reaction positive. . ee ee 2 (2) 
Other cardiac conditions oe 6 (6) 


104 


It will be seen from Table II. that the U wave 
is found in both sexes, at all ages, and in a great 
variety of cardiac diseases, as well as in health. 
There are only 2 cases in this series with a positive 
Wassermann reaction, and in neither patient was 
there any evidence, clinical or post mortem, of 
syphilitic aortic disease. This is rather curious, 
in view of the large number of sufferers from specific 
aortic regurgitation who are encountered in the 
hospital out-patient department. Of the 5 patients 
with thyrotoxicosis, no less than 3 had hypertension 
also. This condition, which is a comparatively 
rare one, is associated with a high systolic and a 
low diastolic blood pressure. If any inference can 
be drawn from these figures, it is that a high pulse 
pressure is favourable to the production of the wave, 
provided that this pressure is not due to disease 
of the root of the aorta. Disease in this region 
appears to be unfavourable. 

In order to test Maekowa’s suggestion ® that the 
Type I. wave is normal, and Type II. pathological, 
100 tracings were analysed as to the form of the 
wave and the presence or absence of heart disease, 
with the following results : 


No heart Heart disease Total 

disease. present, — 
Type IL. 15 sece 30 eeee 45 
Type Il. .. 14 seen 25 eens 39 
Indeterminate 4 12 eeee 16 
33 67 100 


It will be seen that cases with or without heart 
disease are divided equally between the two types— 
that is, there is no correlation. 

In summary, it may be said that the U wave is 
found in approximately 2} per cent. of a large series 
of patients. The wave occurs in two forms, either 
as a sharp peak immediately after the T wave, or 
as a low broad wave occupying most of the interval 
between the T wave and the succeeding P wave. 
It has been suggested that these types are respec- 
tively normal and pathological, but no evidence for 
this is forthcoming from this series. The wave 
is found in health and in a great variety of 
pathological conditions, but I have not found it in 
syphilitic aortic disease, with or without. aortic 
incompetence. With this exception, a large pulse 
pressure seems to favour the appearance of the wave. 

I should like to express my gratitude to Dr. T. F. 
Cotton, Dr. J. M. H. Campbell, Dr. J. Parkinson, and 
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Dr. B. T. Parsons-Smith for their kindness in allowing 
me full use of their clinical material, and to Mr. Stowe, 
the hospital technician, for his help. 
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ARTERIAL EMBOLECTOMY 
IN A CASE OF BRACHIAL EMBOLISM 


By Victor Rippett, M.A. Camb., F.R.C.S. Eng. 
SURGICAL CHIEF ASSISTANT, ST. GEORGE’S HOSPITAL, LONDON 


Tue first successful case of arterial embolectomy 
in this country was reported in 1925; up till then 
nearly all the records of the operation had appeared 
in America and Scandinavia. Since 1925, 8 more 
cases have been described in England, and repetition 
in the medical journals of the symptoms and signs 
of arterial embolism has probably been responsible 
for its earlier and more frequent recognition. With 
this excuse, rather than with any claim to shed any 
new light on this interesting subject, I bring forward 
the following case. 

CASE RECORD 

The patient was a man, aged 57, and was first seen by 
Dr. J. A. Tierney, of Wimbledon. He complained of 
acute pain in the lower part of the left forearm and back 
of the hand, which came, on suddenly at 9 a.m. while he 
was dressing. This was rapidly followed by increasing 
difficulty in movement, the forearm eventually becoming 
quite ‘‘dead.’”” When Dr. Tierney saw him at 10 a.m. 
the patient was in a state of shock and covered in profuse 
perspiration, The whole of the left forearm and hand 
were marble-white. Slow coarse movements persisted, 
but fine movements of the fingers were entirely lost. 
The nails were cyanotic and return of colour after pressure 
very slow. There was no sign of radial or ulnar pulsation 
but definite 
pulsation 
could be felt 
in the bra- 
chial artery 
Inf ProPunda A. 2 inches 
above the 
bend of the 
elbow. There 
was com- 
plete loss of 
cutaneous 
sensation in 
the lower 
half of the 
left forearm 
Post.Uinar = and ~—shand. 
Recurrent A. Heart: the 
apex-beat 
was in the 


: , sixth left 
FIG. 1.—Embolus blocking the main channel j)tercostal 
and involving the origin of the radial and ee 
ulnar collateral vessels. space, 9 In- 
ches from the 
lateral sternal margin, and the heart sounds were irregular in 
rhythm and muffled. The rhythm in the palpable brachial 
artery was also irregular, and a diagnosis of auricular 
fibrillation with brachial embolism was made. Morphia 
gr. } was given, but this barely influenced the pain at all, 
and the dose was repeated two hours later. The pain per- 
sisted with great severity until 9 hours after its onset. The 
patient was admitted to St. George’s Hospital at 11 P.m., 
under Mr. G. A. Ewart, 14 hours after the pain had begun. 
On admission the initial state of affairs had considerably 
altered, the pain had almost entirely subsided, and what 
remained was felt.in the back of the hand; the forearm 
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was mottled with blotchy areas of cyanosis, some degree 
of function had returned, and the anesthesia was less 
complete, but the forearm was still cold. The radial and 
ulnar arteries were impalpable and inaudible, but the 
brachial artery could be felt 3 inches above the centre 
of the antecubital fossa, that is, 1 inch higher than where 
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FIG. 2.—Embolectomy and FIG. 3.— Artery ligatured. 
arterial suture resulting in Distal collateral vessels freed 
narrowing of the brachial from the possibility of in 
artery, with the risk of volvement by secondary 
secondary thrombosis up and thrombosis. 
down the vessel. 

it was previously palpable, presumably owing to retro- 

grade thrombosis, 

The operation was carried out under local anesthesia 
along the usual lines of arterial surgery, and an embolus 
straddling the bifurcation of the left brachial artery was 
removed through an incision over the upper part of the 
clot. Blood flowed freely on relaxing first the upper 
and then the lower control (a fine rubber catheter) but 
no obvious improvement in the colour or temperature 
of the limb or return of the radial pulse was observed, 
so that arterial suture rather than ligature was decided 
upon. The artery, already in spasm, was much narrowed 
by the suturing, and I was doubtful about its patency 
at the end of the operation. Additional periarterial 
sympathectomy was not deliberately performed. 

Progress.—The wound healed by first intention and 
function, and sensation gradually returned until they 
were complete in ten days’ time. The left radial pulse 
was not palpable until six weeks after the embolectomy, 
and then was not as strong as on the opposite side. The 
operation was performed on June 24th of this year and 
the man remains in good health up to the present. The 
heart is still fibrillating. (Fig. 1.) 

DISCUSSION 

I feel that the successful result of this case was 
due to the removal of the peripheral extension of 
the clot which was blocking the ulnar and radial 
collateral vessels, and for this reason it is always 
worth while doing an embolectomy even in late 
cases. The majority of successful cases have been 
operated upon within six hours, and the length of 
the interval before operation is recognised by all 
authorities as being the most important single factor 
in the prognosis. Inthe present instance embolectomy 
was not performed until 16 hours after impaction. 

This case, like most others on record, showed the 
following characteristic features :— 

(a) History of previous cardiac disorder. The patient 
had rheumatic fever three times as a child. 

(6) Aged 57. The average recorded age is 50-60. 

(c) Cause.—The three common causes are cardiac 
disease, post-operative thrombosis, and generalised infec- 
tion ; in this case the patient had auricular fibrillation. 

(d) The initial symptom is almost always sudden severe 
pain, although occasionally numbness precedes the pain. 
The pain is characteristically felt distal, and sometimes 
far distal, to the site of obstruction, as in this case, and is 
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of no value for localisation other than to indicate the 
limb involved; gradually the pain moves distally in 
those cases in which an effective collateral circulation 
develops. 

(e) The anesthesia which is always present to some 
degree also depends upon the efficiency of the collateral 
circulation, and is equally valueless for localisation’ of the 
embolus. 

(f) Clinical triad of “ pain, pallor, and paralysis,”’ to 
which must be added absent pulsation in the arteries of 
the limb below the site of impaction of the embolus. 

(g) At operation, vigorous pulsation of the vessel 
proximal to the embolus, distension of the vessel at the 
site of the embolus, and contraction below. (Figs. 2 and 3.) 

The historical aspect of this subject has been so 
well reviewed in previous papers by others that I 
must unwillingly make no further reference to it. 

Of the 9 successful cases already referred to 
6 were reported by Jefferson, 1 by Holdsworth, and 
1 each by Banks and Larks; of these, 4 were asso- 
ciated with auricular fibrillation, 4 were post-opera- 
tive, and 1 occurred in a patient with an ischiorectal 
abscess who was awaiting operation. 

With regard to the operation itself at this level, 
in agreement with F. W. Holdsworth, I would suggest 
that the aim of the operator should primarily be to 
establish a proper collateral circulation rather than 
to concentrate on the hope of re-establishing a flow 
through the main channel, an occurrence which, as 
far as one can judge from an isolated case, probably 
never occurs after suture in the narrow arteries of 
the upper limb. This will best be achieved by remov- 
ing all extension of the clot in the main vessel from 
any large branch or branches and by ending the 
operation by a procedure which minimises the chance 
of future involvement of the collateral circulation. 

To effect this, ligature of the artery immediately 
above the site of incision is suggested in all cases 
of brachial embolism, provided that before this is 
carried out evidence of a good collateral circulation 
can be demonstrated during the operation. That 
such a circulation is in action may be assumed if 
(1) after removal of the clot, and with the artery 
controlled above and below the opening into its 
lumen, the patient remarks that the limb feels, 
warmer (which will also be apparent to the operator) 
and (2) blood flows from the lower end of the vessel 
on releasing the distal control. 

The advantage of ligation, apart from its simplicity, 
is that it precludes recurrent thrombosis at the site 
of the previous impaction and incision, where the 
vascular lining has been damaged, and of secondary 
thrombosis from here. It has also been conclusively 
shown by Wolf that there is less risk of gangrene 
developing after arterial ligation than when the 
obstruction is due to an embolus, and furthermore 
the chances of gangrene are smaller after ligation of 
the arteries of the upper than of the lower limb. 

If arterial ligation is decided upon, two ligatures 
will of course be required, one above and one below 
the site of incision. It should be noted that the 
incision in the artery should be made if possible 
below the level of the embolus, should not be longer 
than one centimetre, and should not be made opposite 
the origin of a large branch. 
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ARTERIAL EMBOLISM. 


By G. R. Grrpiestone, B.M. Oxon., F.R.C.S. Eng. 


HON, SURGEON TO THE WINGFIELD-MORRIS ORTHOPZDIO 
HOSPITAL, OXFORD 


A monTH ago I was urgently sent for by Dr. W. L. 
Wainwright of Henley to see a patient at Wargrave. 
This was a man of 71 who for some years had been 
bothered by mild intermittent claudication. This 
year he had been rather better and had been shooting 
over dogs in Scotland in August. But the morning 
before I saw him he had felt some pain in his left 
thigh, and tried to walk it off unsuccessfully. In 
the afternoon he went to London. The pain con- 
tinued and in Paddington Station on the way home 
the pain suddenly became very severe, he fainted and 
fell, bruising his forehead. He was brought home, 
the severe pain continuing. This got even worse 
at night, but he bore it in stoic fashion only sending 
for Dr. Wainwright in the morning. Dr. Wainwright 
found his left lower limb pale and cold and was unable 
to detect any pulsation below the bifurcation of the 
femoral artery. I saw him at 11 a.M. and found him 
as his doctor had described. Pulsation was present 
about the level of Poupart’s ligament but none 
below. Motor paralysis was incomplete. The pain 
was severe but a little better than at its worst. I 
agreed with Dr. Wainwright’s diagnosis of an arterial 
embolism at the femoral bifurcation. 

The patient was transferred with the least possible delay 
to a nursing-home at Reading, where all preparations for 
the operation had already been made through the ready 
help of Mr. F. H. Aitken Walker who was also kind enough 
to assist me in the operation. The patient was taken 
straight into the theatre. I made an incision with its 
centre over the bifurcation of the femoral artery. Under 
normal circumstances it is easy to find and expose an 
artery. The pulsation can be felt and seen; but where 
there is no pulsation one misses its guidance very much. 
I approached the artery with caution, palpating it gently 
to and fro from the pulsating common femoral to the 
non-pulsating superficial and back, so as to identify 
exactly the whole length of artery with which I had to 
deal. As I was doing this the pulsation suddenly returned 
throughout its whole length. Within a few seconds the 
patient expressed an immediate relief from the pain which 
had been severe and constant, and said that the leg felt 
quite different. Dr. Wainwright at the same time iound 
that pulsation in the posterior tibial had returned. It 
was clear that our object was attained so I closed the wound. 
Within a few minutes the last trace of his pain had gone 
and before long the whole limb was warming up. A 
quarter of an hour later (after his return to bed) both legs 
were equally warm, and half an hour later the affected 
leg was warmer than the other. 

His convalescence was uneventful; he complained of 
some stiffness in the posterior muscles of the thigh, but 
this passed off in the second week as soon as he began 
to move his leg about in bed. Since then he has done 
well. Isaw him on Oct. 18th. There was a little wasting 
and loss of tone in the muscles of his left thigh. He has 
already returned to almost all his ordinary activities. 
He is still occasionally bothered by the old intermittent 
claudication. 

I conclude that by sheer good luck my palpation 
moved the embolus from the bifurcation of the femoral 
into the profunda femoris. What was in this case a 
happy accident might perhaps on other occasions 
be an aim, and palpation directed toward the 
persuasion of an embolus into the less important 
branch might be recognised as a manceuvre worth 
trying before opening the artery. 


NOTE 
I sent the above report to Mr. Geoffrey Jefferson 
of Manchester, as I had very much appreciated 
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hearing his admirable address on the subject given 
at Bournemouth in 1934. He reminded me that 
in the last paragraph of his paper! he had recom- 
mended attempting to massage the clot into the 
subsidiary vessel. He writes as follows :— 

** T have referred to such a side-tracking as the explana- 
tion of the sudden recoveries that may undoubtedly 
occur in embolisms before such time as the clot becomes 
adherent to the intima, but it seems to me that a practical 
hint might be taken from these happy chances, and that 
when it does not happen of itself we should try to compel 
it. The first step would therefore be the exposure and 
temporary control of the main vessel above and below 
the embolus in the ordinary, followed by a deliberate 
attempt to massage the clot into the subsidiary, branch. 
If this failed the operation would be proceeded with on 
normal lines and the artery opened.”’ 


The only difference between his recommendation 
and my experience is that in my case the manipula- 
tion succeeded (fortuitously) without temporary 
control of the vessel, and I imagine that in my case 
there may have been an advantage in avoiding even 
temporary compression of an oldish artery. Further- 
more I would suggest that there is more likelihood 
of coaxing the clot into the artery if the fingers are 
aided by the pulsating pressure of the blood. But if 
temporary control of the main trunk is avoided the 
clot may be inclined to go the wrong way, therefore 
one of the fingers following the embolus up the main 
branch had better remain in place just below the 
bifureation. A finger can be the gentlest means of 
control, and can be applied without raising the artery 
from its bed. 





A CASE OF ATROPINE POISONING 


Vivian M. MEtivier, F.R.C.S. Edin., D.O.M.S. 


HON, OPHTHALMIC SURGEON, COLONIAL HOSPITAL, 
SAN FERNANDO, TRINIDAD 


By 


ATROPINE instilled in watery solution sometimes 
causes poisoning in children attending the out- 
patient eye department. The signs and symptoms 
are reddening of the face, dryness in the throat, 
nausea, and a quickened pulse-rate. There is usually 
some excitement, and occasionallly mild delirium is 
seen with hallucinations. According to the domi- 
nating passion, pennies and marbles may be the 
subject of illusion, and the delirium is generally of 
a pleasing kind. Great restlessness passing on to 
delirium, after cataract extraction, calls for cessation 
of atropine instillations, among other measures. The 
following case of an old lady developing hallucina- 
tions after using atropine drops for treatment of 
cyclitis is somewhat unusual. 

A. B., aged 74, European, had a left cataract extraction 
in 1918 with good visual result. There is a mature 
cataract in the right eye. She was first seen by me 
with an attack of iridocyclitis in July, 1930, the left eye 
being affected. The attack recurred in September, 1932, 
May, 1933, and in July, 1934. On each occasion atropine 
drops, 1 per cent., were used twice daily, applications 
being made to the left eye only. Good recovery resulted 
after each attack, only a few very small whitish spots 
of keratitis punctata eventually remaining. 

On June 8th, 1935, she came to see me again with 
another attack of cyclitis in the left eye. She also com- 
plained of some discomfort in the right eye, but there 
was no ciliary or conjunctival injection in that eye. On 
further examination however a few old spots of K.P. were 
seen. Atropine drops, 1 per cent., were ordered for both 
and on being questioned about the 


eyes twice daily ; 





? Brit. Med. Jour., 1934, ii., 1090. 
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drops that had been used the previous year I consented 
to their being instilled, provided that the solution was 
quite clear. (It is my practice here to have all eye drops 
made up in a saturated solution of chloretone in order to 
prevent fungus growth.) On the following morning the 
patient’s daughter reported that her mother had been a 
little excitable during the night and that she had seen 
imaginary objects. The patient, who is still active—and 
she looks well for her years—affirmed that she had seen, 
among other things, a young woman sitting at the foot 
of her bed. Shestated that “she was quite a pleasant 
young woman,” and added with emphasis, ‘* I was curious 
and very interested to learn what she was doing there.”’ 
She also said that her face had felt quite flushed and 
that her throat had become very dry. 

It is to be noted that the delirium was of a pleasing 
kind in this case, which suggests that the delirium 
that develops after cataract extraction, as a post- 
operative complication, may not be due in any way 
to atropine. A private patient of mine in Port-of- 
Spain developed delirium tremens in 1932 the day 
after a cataract extraction. He imagined that 
Chinese men came into his room to worry him and 
he made attempts to fight them. He was allowed to 
get up and walk about in front of his bed with only 
a perforated aluminium shield to cover the eye that 
had been operated on. Hyoscine and morphine 
were resorted to, and he made a good recovery with 
very serviceable visual result. Atropine instillations 
were not discontinued in this case. It is possible 
that in the case of the old lady the atropine drops 
may have increased in strength, for they were made 
up a year previously and had probably lost fluid by 
evaporation. It was also the first occasion on which 
atropine drops were ordered for both eyes. In any 
case here is reason to make us still more careful in 
the use of this valuable and powerful drug. 


FOREIGN BODY IN MALE BLADDER 


By James Cook, F.R.C.S. Edin., D.P.H. 


DEPUTY MEDICAL SUPERINTENDENT, 
MUNICIPAL HOSPITAL 


BIRKENHEAD 


FOREIGN bodies of any considerable size introduced 
into the male urethra seldom (for anatomical reasons) 
get beyond the membranous portion. The following 
case is therefore unusual. 

A youth of 18, somewhat retarded mentally, was 
admitted to Birkenhead Municipal Hospital on May 14th, 
1935, complaining of lower abdominal pain, dysuria, and 
much frequency of micturition of some five weeks’ duration. 
There had been no vomiting or intestinal derangement 
and the possibility of venereal infection was denied. The 
temperature on admission was 99-4°F. There was 
suprapubic tenderness and the prostate was enlarged, 
soft, and tender. The urine contained albumin and red 
blood corpuscles, but the only organism discoverable was 
Bacillus coli. Radiography was carried out to exclude 
vesical calculus and the radiologist’s report was that 
there was no evidence of renal or vesical calculus, but 
that there was the stump of a pencil in the rectum. On 
being questioned the patient stated that he had swallowed 
the pencil. 

Rectal examination failed to confirm the X ray findings 
and the hematuria persisting, a cystoscope was passed 
on May 16th. The bladder was acutely inflamed and 
was found to contain the suspected foreign body, which 
was removed by the suprapubic route. Recovery was 
uninterrupted. The youth finally admitted that he had 
pushed the pencil along his urethra some five weeks 
previously, taking twenty minutes to complete the 
manceuvre. The specimen, covered with phosphates, 
measured Ifin by }in. and stripped of phosphates 


measured 1?in by 5/16 in. 


I am indebted to Mr. R. A. Grant for permission 
to publish these notes. 


’ MEDICAL 


BRITISH PSYCHOLOGICAL SOCIETY AND 
MEDICO-LEGAL SOCIETY 


AT a joint meeting on Nov. 20th of the Institute of 
Medical Psychology with the medical section of the 
British Psychological Society, the chair was taken 
by Dr. EMANUEL MILLER, president of the latter, 
and a discussion on 


Nullity and Impotence 


was opened by Dr. E. A. BENNET. Very few mar- 
riages, he said, were annulled—about 38 per 100,000 
in England and Wales—and other reasons than 
impotence might be advanced in some of these. 
The medico-legal conceptions of impotence in rela- 
tion to nullity suits were by no means clearly defined ; 
the work of the psycho-pathologists remained almost 
unnoticed by writers on the subject. Impotence 
was caused by certain physical defects, and if these 
existed, unknown to the other party, at the time of 
marriage, the contract might be rendered void. The 
defects could found on examination, and the 
medical witness could state emphatically that copu- 
lation was permanently impossible. In functional 
or psychical impotence no physical defect was observ- 
able on examination, and to this form of impotence, 
Dr. Bennet said, his paper would refer. In a woman 
it might evoke observable changes, as in vaginismus 
and genital hyperesthesia. Psychogenic influences 
were the commonest causes of impotence in marriage 
and, if irremediable and not disclosed, should be 
grounds for nullity. F. J. MeCann had declared that 
a medical witness was not justified in diagnosing 
impotence in the absence of physical defect, and 
J. Glaister said that from the medico-legal aspect 
mental causes did not rank as causes of impotence. 
Nevertheless, any cause creating a barrier to coitus 
legally gave grounds for declaration of nullity, and 
decrees had been given when a man was found to 
be impotent only quoad his wife and not necessarily 
with other women. The term “selective ’’ should 
be substituted for “relative ’’ to describe impotence 
in one partner of a particular marriage. 

It was possible, Dr. Bennet maintained, for a 
medical witness to make a dogmatic statement on 
the question of impotence in the absence of injury, 
disease, or defect. If the wife could not offer evidence 
of virginity and aptitude, nullity proceedings might 
fail in the absence of any evidence of the selective 
impotence of the man. A complex series of influences 
was at work in the married state, social concomitants 
being added to instinctive urges. Friction in that 
complicated unit, the married couple, might be easy 
of access or difficult to locate and remove. Friction 
upset smooth running, and strains were 
observed, and incompatibility of outlook was reached. 
Impotence might be found at any stage of this 
Conscious likes and dislikes were important. 
Perhaps for conscious, often for unapprehended, 
reasons the emotional lives did not blend. Both 
partners must be interviewed. Adler’s views were 
helpful: he held that impotence was traceable to 
a lack of liking and training for relations with others. 
Impotence was never found alone, and the indivi- 
dual’s life must be surveyed ; if the interview revealed 
no other psychoneurotic symptoms it would be rash 
to diagnose impotence. Inquiries should be made 
about the past and present attitude to the parents. 


be 


stresses 


process. 
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Dreams often threw light on unconscious motives at 
work. 

In the majority of cases impotence cleared up 
with suitable treatment and a codperative partner, 
but the suggestion of a nullity suit introduced a 
new and emotionally disturbing element which 
might well prevent cure. The patient’s humiliation 
was thereby made public, and he had lost the coépera- 
tion of his wife. Impotence in a woman was rare, 
but she might find coitus too repugnant, or refuse 
it for fear of pregnancy. This might be grounds fo1 
nullity but was not impotence, and might equally 
well be found in the man. Mental health in such 
cases of refusal might be quite sound, but nullity 
might be “declared on legal grounds. If. however. 
& man or woman consciously coéperated up to a 
point and was then unable to continue as a result 
of incomprehensible feelings, he or she had an uncon- 
scious mental conflict. It would be the duty of the 
medical witness to determine whether the impotence 
were curable or not. If there was mutual hostility 
treatment would be unavailing, but if there was 
goodwill and the psychoneurotic partner were willing 
to undergo psychotherapeutic treatment, the chance 
of cure was high. There was a wide gap between 
legal and psychological conceptions. In _ nullity 
cases obscurity could only be relieved by the medical 
witness, whose duty it was to appear and to make 
dogmatic statements. 


Dr. ADRIAN STEPHEN commented on the inherent 
difference between the medical and legal professions 
and their approach to this problem. Impotence was 
not a simple entity. Considering the complicated 
path of development of sexual potency, it seemed 
more necessary to explain how anybody ever achieved 
normal sexual development, rather than its failure. 
To some extent everyone had failed. In some cases 
impotence depended on the connexion between the 
genital function and some other bodily function 
such as urination. In young children urination 
could be used as a means of self-assertion and attacks 
on sy its identification with the sexual 
act this became an act of aggression instead of love, 
and was inhibited. Similarly impotence might 
be produced by inhibitions originally imposed on 
sucking or defecation. Sucking was one of the 
earliest physical expressions of the emotion of love 
and anything which interfered with the early forms 
might have disastrous effects on the later. An 
infant frustrated in suckling might approach the 
breast aggressively and want to bite or destroy it. 
A loved object in such a way became a feared, hated, 
frustrating, or revengeful object. The whole love 
life of the individual might be developed on such a 
pattern that what would normally be 
expressions of love became expressions of hatred, 
and potency might be inhibited by unconscious 
fear of retaliation or of soiling or injuring the loved 
object. The result might apply to all women, or 
the 


enemies, 


sO 


physical 


the man might divide women into two classes : 


idealised and pure with whom intercourse was impos 
sible, and the degraded whom it was permissible to 
injure, 


Another class depended on the mdipus complex : 
the unconscious fear of a rival. In such cases a 
possible third party had to be considered, but very 
often the fear was directed less to a real external 
figure than to a _ reincarnation in the man of 
the imago of a parent or part of a parent. Such 
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reincarnations might 
to limit the parents’ 


also lead to unconscious desire 
potency. Similar factors were 
found in the woman. The partners might play into 
each other’s hands. The attraction of two people 
depended on factors quite beneath the level of con- 
sciousness and incompatible with the conscious 
wishes, and the very factors which brought about a 
marriage might also tend to spoil it. 


Mr. GEOFFREY TYNDALE said that many nullity 
cases never came into court, but apparently it was 
commoner for nullity petitions to be brought by 
husbands. In law it must first be proved that the 
marriage had never been consummated. If a man’s 
petition for nullity, when the wife wilfully and per- 
sistently refused, were dismissed he could only get 


his freedom by providing her with evidence for 
divorce ; she then had one-third of his iheome for 


the rest of their joint lives. There would be no 
justice until such refusal were made grounds for 
dissolution of the marriage or for nullity without 
proof of incapacity. Sir Samuel Evans had tried 
to grant decrees for wilful and persistent refusal 
but the Court of Appeal had stopped him. Counsel 
would welcome medical assistance, but were hindered 
by ‘‘ medical privilege’? which prevented the doctor 
from revealing his evidence before he entered the 
witness-box. He might be quite right in refusing, 
but counsel dared not call him. A change in the 
law could be made by the instructed opinion of 
doctors and lawyers together. In nearly every 
nullity case the petitioners were rather “freaks,” 
and seemed almost incapable of telling the truth, 
although they thoroughly believed the tales they 
told. 

Mr. 8, E. KARMINSKI said that in cases of nullity 
and impotence physical defects were very rare. 
Medical inspectors of the court were therefore in a 
great difficulty. The court had to be satisfied that 
the marriage had in fact not been consummated 
and that attempts had been made to consummate 
it. If the marriage had not been consummated the 
court would readily assume that the cause was 
failure of one party to play his part. Courts were 
quite willing to recognise psychic causes. In some 
cases decree of nullity was given to both parties. 
Impotence was about equally distributed between 
the sexes. A woman might be untouchable because 
she had been taught that anything sexual was dis- 
gusting; because she confused the sexual act with 
the lavatory side of human nature; or because 
she disliked being touched by anybody. In the 
man a common cause was masturbation; often he 
could not be bothered to change his’ practice and 
became completely self-centred. In other cases 
previous venereal disease caused fear of infecting 
the wife. General hysteria might be present in 
either sex, the mere excitement causing loss of 
control and impotence. Another variety was anxiety 
lest he should be unable to perform the sexual act. 
Wilful refusal ought to be grounds for annulling 
the marriage. Courts were very willing, however, 
to infer impotence from violent forms of refusal, 
so that in fact wilful refusal mattered less than it 
appeared to from the decisions of the Court of Appeal. 


Dr. H. CRICcHTON-MILLER welcomed evidence of 
dissatisfaction with affairs in this department among 
members of the legal profession. Most doctors had 
experienced disappointment in their attempts to 
get across to the legal mind the things which really 
mattered in marital cruelty and failure. He asked 
what the essential justice was that the law tried to 
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express. It looked as if the law made two invalid 
assumptions: that impotence and frigidity were 
absolute conditions ; and that these things could be 
objectively established about either partner. Could 
one defend as a legal marriage one in which one 
partner knew himself to be infertile before or had 


himself or herself sterilised immediately before 
marriage without revealing the fact ? In any other 
department this would be breach of contract. What 


happened if there was antenuptial agreement to 
have no issue and afterwards one partner wanted 
children and the other still refused ? What in justice 
was to be said for a marriage without codperation 
as to children? Legally marriage seemed to be tied 
down to coitus—a very narrow aspect of it. 


The CHAIRMAN thought the ‘‘freakishness”’ of 
both sides and the incidence of lying ought to be 
taken into account in legal proceedings, and would 
encourage coéperation with the psychologists. 


Mr. Registrar Norpury said if fertility were 
to be a ground for nullity great difficulties would 
be encountered. It would be very difficult to deter- 
mine fertility, but consummation could be ascertained 
fairly easily. Marriage was a special form of contract ; 
refusal was not a ground for nullity. The only 
ground at present was incapacity to carry out the 
contract. The courts were only too ready to infer 
incapacity from persistent refusal, and there would 
be no point in adding the latter as a cause for nullity. 
Absence of consummation and want of consent were 
the only grounds recognised by the Roman Catholic 
Church. The law worked smoothly at present and 
hard cases made bad law. 


Dr. 8. H. BELFRAGE said the lot of the medical 
inspector was not a happy one. He had to furnish 
a report stating that the man was apparently capable 
of intercourse, and could not go beyond the external 
genitalia and nervous system. Testicular sensation 
might be investigated but was not a safe guide. He 
might therefore have to state that a man was appa- 
rently capable when he was well known to be quite 
incapable with his wife—which was all that the 
court was concerned with. The inspectors were not 
now allowed to speak of anything outside the physical 
examination in their reports. There was no difficulty 
in obtaining a decree where there was wilful refusal. 
In 100 recent cases there were 55 men and 45 women 
obviously to blame. Men fell into the following 
categories: refusal to attempt ; wish with complete 
failure of desire; failure of erection, with desire ; 
and erection but premature ejaculation—the greater 
majority. The courts had not yet decided how far 
penetration must take place. Among the wives 
there were cases of refusal; active resistance; and 
severe pain owing to conformation of the parts, 
usually associated with refusal to see a surgeon. In 
some cases mutual masturbation was preferred ; or 
there was physical incompatibility of the genitalia. 
The great majority of cases were based on mutual 
difficulties and were due to ignorance. 


Dr. J. R. REES commented on the difference 
between the legal and the psychological points of 
view, and wished that a series of articles taking the 
matter further might be published. Penetration 
was not consummation to the psychologist. The 
subject had hardly been touched. 


The openers briefly replied, Dr. STEPHEN pointing 
out that reform of the law was not the business of 
lawyers but of electors. 
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MEDICAL SOCIETY OF LONDON 


AT a meeting on Nov. 25th, Prof. G. E. GasxK, 
the president, being in the chair, a discussion on the 


Use and Abuse of Insulin 


was introduced by Dr. R. D. Lawrence. Insulin 
was, he said, discovered 14 years ago, and its use had 
been steadily increasing for 12 years; yet, though 
many papers had been published on the physiological 
action and therapeutic use of this pancreatic hormone, 
the exact mode of its action and the extent of its 
usefulness had not yet been settled. The physiological 
action of insulin was most clearly seen in diabetes, 
in which disease it removed, only however for a short 
time, all the metabolic defects. These defects were, 
essentially, a failure to burn and store carbohydrate 
food in the tissues, with resulting hyperglyc#mia 
and glycosuria, and a failure to metabolise fats. 
If the injection given was a large one it abolished the 
diabetic process in a few hours, reducing the blood- 
sugar, refilling the depleted glycogen store in the 
liver, to a less extent in the muscles, and at the same 
time caused the ketosis to disappear. His own 
view was that insulin only performed one step in 
the complex carbohydrate chemistry. He did not 
know whether it should be called a hormone, a 
catalyst, or an enzyme. Insulin had been advocated 
in a number of other conditions. When it was injected 
into a non-diabetic the blood-sugar was always lowered, 
and if enough insulin was given hypoglycemia was 
produced. When given fasting, 10 units generally 
caused symptoms of hypoglycemia ; 20 units would 
within two hours cause severe symptoms which could 
be prevented by giving carbohydrate by mouth. 
Hunger was a very common and marked symptom, 
and it could be turned to good use in stimulating 
appetite where that was needed. After doses. given 
at 11 A.M. a number of students developed such an 
appetite that they complained of the expense of 
lunching. The main indication for the use of insulin 
was, however, diabetes mellitus. It should be used 
whenever the utilisation of carbohydrate by the 
diabetic was insufficient to maintain the weight, health, 
and energy which life demanded. Its use was 
essential in coma, and for the continued welfare of 
most cases under 40 years of age; also in all cases 
of diabetes in childhood. Many elderly mild cases 
would be the better for it, chiefly for warding off 
complications, but many others did not need it. 


The main difficulty, which led frequently to the 
misuse of insulin, was the fact that its action was 
quantitative, and that patients on similar diet value 
required very different doses of insulin to control 
the glycosuria ; some needed 10 units daily, others 
up to 100 units. The commonest error made was to 
give too little insulin, when the patient derived little 
benefit from his daily injections. If given too 
much he was rendered wretched by the hyperglycemic 
symptoms. The dose must be an individual one for 
each patient, and reviewed from time to time for 
the same patient. In diabetics careless of their 
diet an attempt to control the glycosuria completely 
by large doses rendered them liable to serious over- 
dose when they ate less carbohydrate than usual. 
With two doses of insulin, each of 20 or 30 units, 
given twice daily, enough carbohydrate would be 
metabolised to maintain fair health and keep ketosis 
at bay. In France the practice of giving short 
intensive courses of insulin and then stopping the 
injections might lead to rapid improvement in 
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strength and weight, but at the risk of coma between 
the courses. 

Insulin had proved such a success in diabetes that 
there was a tendency to try it for every metabolic 
irregularity. Seeing that normal people produced 
sufficient insulin of their own when carbohydrate 
was given, there was room for scepticism about the 
results of adding small amounts of insulin to large 
quantities of sugar. Some had used insulin to fatten 
the thin, to combat anorexia, and to prevent vomiting. 
He doubted whether insulin injections could make 
normal people utilise their carbohydrate any better. 
But it could promote appetite and even force the 
anorexic patient to eat. Insulin had been widely 
used for tuberculosis, and good results on appetite 
and weight had been published. Insulin could 
legitimately be used in conditions, such as prolonged 
vomiting in pregnancy or after anesthetics, causing 
severe ketosis. He was the first to employ it in 
Graves’s disease, a katabolic disorder associated with 
over-activity of the sympathetic system. When 
advocated for all sorts of toxemias and septic condi- 
tions it was often a question of giving a little insulin 
with much glucose; and the insulin often got the 
credit deserved by the sugar. 

The glycogen content of the diabetic heart, unlike 
that of the liver and skeletal muscle, was not reduced 
but rather increased above normal, showing that 
the carbohydrate metabolism of the heart did not 
depend on insulin for glycogen formation. Neverthe- 
less the diabetic heart utilised much more glucose 
when insulin was given, and the heart often became 
surprisingly more efficient when insulin was given to 
diabetics. Conversely, partial heart failure and 
anginal attacks had sometimes been induced in 
myocardial and vascular degeneration when the sugar 
content of the blood was too quickly reduced. 


Dr. GEORGE GRAHAM said that the deaths from 
diabetes in England and Wales for the past ten years 
had been steadily increasing; in 1900 about 2800 
were recorded, in 1913 the number was 4200. In 
1917 there was a sudden decrease to 3600, and the 
figures remained fairly stable until 1920. In the last 
two years before the insulin epoch the number of 
deaths from the disease nearly equalled the figure for 
1916. Each year since then, with one exception, 
had seen an increasing number of deaths recorded. 
Last year the female deaths from diabetes exceeded 
the male. A similar increase was noted in other 
countries and no doubt apparent increases were due 
in part to more accurate filling up of death certificates. 
It was pertinent to ask why so many children and 
young persons died from diabetes. In the last few 
years none of the speaker's young patients had died 
of it. He feared that in small towns and villages 
remote from laboratories patients did not receive 
enough insulin. There was, he thought, a legitimate 
use for insulin in all cases in which the blood-sugar 
was raised. Such a rise occurred in association with 
the use of an anesthetic, especially if accompanied 
by any degree of asphyxia. Much depended on the 
kind of anesthetic ; when open ether and chloroform 
were used it was wise to give 5 or 10 units of insulin, 
though some patients vomited in spite of it. The 
patients needed fluid, sugar, and salt, which could 
be given intravenously. The vomiting of pregnancy, 
if mild, was easily treated by diet and a careful 
régime ; severe vomiting should be dealt with in the 
same way as post-anesthetic vomiting. In toxic 
goitre insulin had no effect in reducing the toxicity, 
though if the blood-sugar was raised insulin would 
improve the general health. The chief abuse of 





insulin was, he thought, abstaining from giving it, 
or not giving enough, especially if the patient was 
really ill. Insulin was sometimes wrongly given to 
patients who had a renal glycosuria with normal 
blood-sugar. Except in emergency insulin should 
not be given until a firm diagnosis had been made. 
Patients with diabetes might also have a lowered 
threshold for sugar, when urine tests became difficult. 
Severe attacks of hypoglycemia were due usually 
not to a wrong dose but to a sudden improvement 
in the diabetic condition, or to a sudden bout of 
exercise. Most patients recognised the attacks early 
and treated them with sugar, but a few had awkward 
symptoms, such as inecoédrdination, which might 
simulate drunkenness and fits. In the presence of 
severe hepatitis it was necessary to give extra glucose, 
so as to increase the glycogen in the liver ; an ounce 
or two of sugar might well be given before injecting 
novarsenobenzol. Success had recently been claimed 
from the use of insulin in long-standing cases of 
cirrhosis of the liver. Severe and refractory boils 
might yield to small doses of insulin. 

Dr. FRANKIS T. EVANS related a series of blood-sugar 
tests he had made some years ago during surgical 
anesthesia. In the case of chloroform alone the sugar 
did not rise so much as when ether alone was given ; 
with chloroform the rise was from 100 to about 125 ; 
while with pure ether it was to 180 and 200. The 
highest was after gas-and-ether. After gas-and- 
oxygen the rise was not more than to 150. He was 
not aware that his patients were asphyxiated, but 
the gas-ether sequence was suggestive of that. 

Sir JOHN BROADBENT spoke of patients in whom 
diabetes started late in life. Some of them could 
get on well as long as they did not produce much 
sugar and were careful about their diet. Others 
asked for a more liberal diet, supplemented by the 
use of insulin. The higher scale of mortality in 
women patients than in men was, he thought, due 
to difficulty in carrying out a fixed régime. A woman 
diabetic might take time off and accept invitations 
to tea. In later life some diabetics had kidney trouble 
which no amount of insulin would relieve. Many 
went on for years with intermittent diabetes and 
albuminuria. 

Sir WILLIAM WILLCOX said those with experience 
of hospital work knew elderly people classed as diabetics 
who did not die of diabetes but of arterio-sclerotic 
changes associated with glycosuria in old age. Often, 
too, there was some chronic interstitial nephritis. 
In 1921 he had pointed out the effect which toxic 
conditions had on the course of insulin administration. 
If a diabetic patient contracted influenza or pneumonia 
the dose of insulin needed to be greatly increased. 
That applied also to focal infections. One of the 
abuses in the employment of insulin was the treatment 
of glycosuria without thorough investigation. In 
some patients with focal abscesses there might be a 
sudden development of glycosuria ; when the sepsis 
cleared up there was no longer need for insulin. 


Dr. LAWRENCE, in reply, said that if elderly diabetics 
could stand 100 grammes of carbohydrate they did 
not require insulin; those on 50 grammes weré not 
in such good health as they should be. The question 
was best answered by a consideration of the amount 
of sugar and acetone in the urine. If on 50 grammes 
a patient was reasonably well, if he did not need to live 
a life of full activity, and if no acetone was detected, 
there was no need to insist on insulin. If acetone 
was present it would be well to raise the value of the 
diet and give small doses of insulin. He agreed that 
women diabetics were more difficult to treat than 
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were men; a woman of 50 to 60 years as a rule 
exercised less control over diet than did a man of the 
same age. He did not see much complicating kidney 
trouble. Though traces of sugar and albumin were 
often found in these old cases of diabetes, they went 
on comfortably for years. If the amount of sugar 
in the urine was not controlled such cases were likely 
to develop retinitis and widespread capillary degenera- 
tion, showing itself in the leakage of albumin from the 
kidney and possibly gangrene of the feet. 


ROYAL SOCIETY OF MEDICINE 


SECTION OF TROPICAL DISEASES AND 
PARASITOLOGY 


Dr. C. MaGartnos Torres (Rio de Janeiro) 
delivered the Lloyd Roberts lecture at a meeting 
of this section held on Nov. 25th, with Dr. Pure 
MaNnson-Baunr, the president, in the His 
subject was 


chair. 


The Pathology of Alastrim and the Variola- 
Alastrim Problem 


The name “alastrim,” he said, was a Brazilian term 
meaning something which spread from place to place, 
and the disease was very widespread. He described 
a small epidemic among soldiers in Rio de Janeiro. 
The clinical manifestations had been typical: the 
usual appearances of small-pox but without toxzemia 
and prostration. The suppurative stage of the 
eruption was attained sooner than in small-pox, 
but the smell was never offensive. There had been 
one death, from acute heart failure. There had been 
no subsequent pitting or scarring; but only a deeply 
pigmented spot. A study had been made of the 
inclusion bodies of alastrim and variola in the rhesus 
monkey. Extreme variations had been noticed. 
When small and discrete, these bodies looked very 
similar in both viruses, but in the later stages definite 
although slight differences could be _ identified. 
Alastrim bodies were usually single, even in advanced 
stages, and were about the size of the epithelial 
nucleus. Variola bodies were usually found in large 
numbers, leading to extensive vacuolation of the 
epithelial cytoplasm. Alastrim bodies regularly 
stained a deep blue when small, turning to greyish- 
blue when they attained the size of a nucleus, but 
small-pox bodies stained very capriciously, some- 
times being eosinophil though usually blue. Their 
most characteristic feature was the presence within 
one cell of some pink ones and some blue ones. In 
only one instance had such polychromatophilia been 
found in alastrim inclusions. Moreover, intranuclear 
inclusion bodies had not been found in skin lesions 
induced by variola, although they had been found 
occasionally in alastrim lesions, revealing a peculiar 
retiform appearance. With Unna’s hemalum and 
safranin method, alastrim bodies were stained faintly 
blue-violet, but vaccine bodies, like the nucleoli, 
were strongly safraninophilic and deep red. 

The elementary bodies described by Paschen were 
now generally regarded as real micro-organisms and 
the wstiological agent of variola-vaccinia. Large 
numbers of these bodies had been demonstrated in 
smears from human and monkey cases of alastrim 
skin lesions. These were indistinguishable from those 
found in small-pox, but the cytoplasmic and intra- 
nuclear inclusion bodies were clearly distinguishable, 
in the human as well as in the monkey patient. 
Cytoplasmic inclusions in human alastrim were often 
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juxtanuclear, the nucleus preserving a normal out- 
line. Sometimes the cytoplasm was normal, some- 
times there was a halo of refraction around the inclu- 
sion. Unna’s method revealed them as non-safranin- 
ophilic; and they showed basophilic properties 
with hematoxylin and eosin. Intranuclear inclusions 
were less typical than in other diseases and presented 
a peculiar retiform appearance with typical margina- 
tion of the basichromatin. In human small-pox, 
cytoplasmic and intranuclear inclusions had been 
found in large numbers in epithelial cells. The two 
types did not occur within the same cell. Cytoplasmic 
inclusions manifested deep staining with safranin, 
prevalent acidophilia, and multiplicity of inclusions 
of different shapes and sizes within the same cell. There 
were three types of intranuclear inclusion in human 
small-pox: an irregular mass or masses of acid- 
ophilic granules within a relatively normal nucleus ; 
a homogeneous or partially chromophobic inclusion 
taking up the entire nucleoplasm ; and one or more 
clear ovoid or spherical acidophilic bodies with very 
small multiple chromophobic areas, the linin reticulum 
having disappeared. 

Alastrim had been diagnosed by inochlation of the 
cornea of the rabbit. The vir vas less resistant 
to desiccation than that of ona. and so Paul's 
original technique for its collection was inadvisable. 
A positive reaction in the cornea was manifested by 
tiny greyish-yellow prominences or uniform thickening 
along some of the incisions. The features described 
by Paul in testing for small-pox were not found. 
Microscopically there was a lack of arrangement and 
proliferation in the anterior corneal epithelium, and 
sometimes interstitial cedema, but very little surface 
bulging. Cytoplasmic inclusion bodies were found 
in every positive.case. Paul's test in alastrim was 
therefore weak, iftonstant, and easily distinguishable 
from the same test in small-pox. 

In some respects alastrim held an intermediate posi- 
tion between small-pox and chicken-pox. Epithelial 
cell formation was common, as in varicella, and 
balloon degeneration of the cells of all the layers of the 
stratum germinativum was found. In _ small-pox 
the balloon degeneration was confined to the bottom 
and sides of the vesicle. A pathological process was 
constantly found in the corium in alastrim, as ip 
chicken-pox, but the alastrim vesicle occupied the 


top only of the Malpighian layer, as in small-pox. 


In varicella intranuclear inclusion bodies 
not cytoplasmic—had been demonstrated. 
The development of the alastrim skin lesion had 
been watched carefully. It began with proliferation 
of the epidermis upward and downward, but with 
few mitotic figures. A surprising number of 
Malpighian cells contained cytoplasmic inclusion 
bodies at this stage. Their nuclei were distinctly 
swollen and small vacuoles appeared at the outer 
layer of the cytoplasm. In the lower layers, marked 
inflammation was seen in the papillary bodies, which 
were narrowed and obliterated. The blood-vessels 
were surrounded by numerous polymorphonuclear 
leucocytes and epithelial cells. The superficial layer 
of thickened epidermis showed extensive necrotic 
changes before vesicle formation was recognisable. 
The vesicle, when formed, occupied the top of the 
hypertrophied Malpighian layer. Balloon and reti- 
cular degeneration were seen, as in small-pox, but in 
alastrim the former was scanty and was found in the 
upper layers of the stratum germinativum as well. 
The details of reticular degeneration were identical 
with those described in variola, but in alastrim it 
was striking to observe the normal structure of the 
cells making up the bottom and sides of the vesicle. 


only 
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The most typical feature, however, was the presence 
of giant epithelial cells like those of herpes zoster and 
varicella. This stage gradually passed to that of 
pustulation, the superficial part of the vesicle being 
filled with fluid and the lowest part packed with 
polymorphonuclear leucocytes. Malpighian cells 
underwent extensive necrosis, and the bottom of the 
pustule was composed only of leucocytes, fibrin, and 
connective tissue, but the destruction seemed to be 
less wide than in small-pox. Inflammatory changes 
in the cutis vera were marked. Intranuclear inclusions 
were exceedingly rare in the human material. It was 
thus possible to diagnose alastrim from small-pox 
by the histological changes present. 

In the subsequent discussion Dr. J. D. ROLLESTON 
said that the lecture emphasised the scarcity of 
present information on the pathology of alastrim, and 
expressed a heterodox view which would give the 
orthodox furiously to think.—Dr. RussELL AMIES 
recalled his serological work on mild small-pox in 
England, and said it had given no cause for differentiat- 
ing small-pox from the mild English form. Work 
similar to that of Prof. Torres should be done on the 
mild form in this and other countries.—Dr. R. P. 
GARROW considered that alastrim was not now a 
tropical disease at all. The distinction made by the 
lecturer corresponded to the views which some English 
workers had formed on clinical, epidemiological, 
statistical, and immunological grounds.—Dr. E. W. 
GOODALL said that he had distinguished alastrim 
from small-pox and chicken-pox on clinical grounds. 
The immunological work had, however, persuaded 
hinf that alastrim was merely a variety of small-pox. 
The work of Prof. Torres made diagnosis easier but 
had not convinced lim that it was a distinct disease. 
A crucial test wotld be whether, in an outbreak of 
the old classical small-pox, one disease protected from 
the other. 


SECTION OF MEDICINE 


AT a meeting of this section held on Nov. 26th 
the chair was taken by Sir CHARLTON Briscor, the 
president, and a discussion on the 

Causes and Treatment of Obesity 

was opened by Sir EpMUND Sprices. The cause, 
he said, was that the energy in the food had habitu- 
ally been greater than that spent by the body. 
Reasonable plumpness might be good, but too much 
fat did harm, restricting healthy movement, infil- 
trating important tissues, and making a man or 
woman less capable. The importance of endogenous 
factors, lessening expenditure, was obvious; exo- 
genous obesity was due to eating more than others 
of similar build—increasing income. A low sugar- 
tolerance curve indicated a considerable endogenous 
factor. The basal metabolic rate was raised in 
obesity more often than might be expected. The 
body was capable of dealing with a wide variation 
of intake while keeping weight constant. It changed 
gear silently, and a diet far below that of normal 
maintenance was necessary to bring about rapid 
loss of weight. Once a start was made in either 
direction there was a tendency to continue in the 
same direction. 

The treatment fell into two parts : 
food and increase in output of energy. 
were carried out simultaneously. 
reduced by fasting: the man fasted but his tissues 
did not. A rapid reduction produced by fasting 
was not likely to be permanent. It was better to 
supply the basal needs with a reduction of calories. 
The basis of the diet was meat and vegetables, but 


reduction of 
Both measures 
Income could be 
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almost any food could be taken in small quantities. 
The patient must be made to realise that the total 
caloric value was what counted. No fixed or pub- 
lished diet could be the most suitable for any indi- 
vidual; the régime must be varied continually. 
(Sir Edmund Spriggs showed tables illustrating 
variety in diets of various caloric values.) On a 
milk diet people were apt to complain of feeling weak, 
but 4 oz. every two hours eight times a day gave a 
fairly balanced diet of 600-700 calories. An orange 
day a week was useful, especially if appetite failed ; 
six large oranges gave 370 calories. Single fruit 
cures continued for long, however, were starvation 
cures. Water could be taken freely if food was 
weighed, but drinking during the meal led to greater 
consumption of food. Beer, spirits, and wine had 
considerable food value and must be calculated in a 
diet. For malaise or headache, a glucose lozenge 
four timcs a day between meals was useful. 

Most of the energy output went in keeping people 
warm, and the more nearly spherical a figure was 
the smaller was the surface available for heat loss 
compared with the weight. Fat people needed less 
food than thin. The energy expenditure for muscular 
work was not great compared with the intake, but 
exercise was nevertheless a valuable means of losing 
weight, especially if combine -d with loss of heat from 
sweating. The loss from electric light or Turkish 
baths was apt to be temporary because it consisted 
largely of water, which was replaced at the next 
drink. Riding was good but had to be ar ade be 
compared with walking fast in cool air 
and the Bergonié chair improved the Jocal ciel, a- 
tion in people unable to take exercise®_,Hunger, on 
a reducing diet only lasted a fgw days and was not 
enough to ‘make the patient ‘Unhappy. Headache 
and malaise were ungea’ and were relieved by carbo- 
hydrate or & meal. A full reduction régime was not 


compatible with a busy life, and harm might come— 
particularly through loss of resistance to infections— 
to an energetic woman trying to fulfil her engage- 


ments on a low diet. Thyroid was the most useful 
drug. Most people felt better at once, and lost 
health might be restored. For a successful rapid 
reduction special, cooking, variety of food, individual 
taste, and medical supervision were needed; it 
should be for the patient a whole-time task. 
slow reduction there was no need for fuss or special 
cooking ; the problem was one of omission of uns 
able foods, especially restriction of carbohydrate: 
Dr. H. GARDINER-HILL said that the obese patient 
could not fail to lose weight if he starved, but he had 
great difficulty in controlling his weight on what 
seemed an average diet. If he took even a little food, 
he at once stored it and put on weight. In some 
cases obesity could be traced to alcohol or residence 
in a hot climate—perhaps owing to a lowered setting 
of the heat-regulating apparatus: A _ hereditary 
tendency was found in 70—75 per gent. Many patients 
showed a minor degree of endocrinopathy. The 
regulatory mechanism depended on appetite and 
impulse to activity and in the obese it was disturbed, 
but there was also an extraordinary avidity of the 
tissues for food, salt, and water, without which 
abnormalities of the regulatory mechanism would 
perhaps be unable to cause obesity. This excessive 
storage mechanism was probably due to abnormality 
on the anabolic side. Obesity was not invariable in 
any of the endgcrinopathies in which it often appeared 
—except perlaps in Cushing’s syndrome. The basal 
metabolism and sugar tolerance might be low, normal, 
or high. / Insulin might play a part in the storage 
mechanism ; diabetics, and especially children, could 
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be fattened on insulin with high carbohydrate diet. 
Obesity was associated with water-salt retention, 
which accompanied thyroid deficiency, while the 
opposite condition was found in Addison’s disease. 
Storage powers undoubtedly depended on endocrine 
influences, but little was known of their mechanism. 

Dr. DonaLp HUNTER said that the clinical picture 
of basophilism had been shown at autopsy in certain 
cases to correspond to that of carcinoma of the 
thymus or adrenal cortex, the pituitary in such cases 
being macroscopically normal. It had been shown 
this year by Crooke that the only change common 
to all such cases was the hyaline change in the 
basophil cells. In the last nine years 2447 cases had 
been referred to the dietetic department of the 
London Hospital for gross overweight. Only 682 had 
attended long enough to get any benefit; 92 per 
cent. had been women and 262 had had simple obesity 
without illness. Of those who came regularly, 93 per 
cent. were obedient and lost weight, some 12 tons of 
fat having been removwéd from East End ladies in the 
nine years. The first part of the problem was to 
convince the patient that weight could be reduced by 
dietetic jew only, without drugs and without 
malaise or inte nce. with normal life. The loss 
aimed at shoul t exceed 2 lb. a week, and the 
“average diet Had 1100-1200 calories. The human 
body @beyed the law of conservation of energy ; 
whatever the factors producing obesity, any indi- 
vidual on an inadequate diet would lose weight. It 

was important to realise that the dietetic treatment 
of obesity was a practical proposition; the only 
real difficulty was psychological. 

Dr. E. P. Poutton described a case where a bed- 
ridden patient had been reduced from 13 to 10 stone 
and had maintained this weight for a year on a diet 
of 600 calories. It was possible t@live on one or two 
grammes of nitrogen a day, but for practical purposes 
it was difficult to get protein below 30g. a day ; 
this was a reasonable amount to live on. Protein, 
he thought, was used as food, and had no specific 
dynamic action. 

Dr. 8. Levy Simpson wished he could regard obesity 
as so simple a question. He thought there was no 
such thing as simple exogenous obesity—i.e., one 

ith no underlying endocrine factor. It was like 
aying that in diabetes insipidus a patient passed 
lots of urine because he drank lots of water. Patho- 
logical appetite was a very real entity; pituitary 
obese types often said that their hunger for sweet 
things amounted to craving at times—often just 
before menstruation. . Somnolence was associated 
with the less gross forms of obesity, and there might 
be a tendency for patients to spare themselves short 
of actual sleep. Physically the law of conservation of 
energy must hold, but there was more in the problem 
than that. Two people eating the same amount and 
doing the same work might be of very different 
weight, and this fact required explanation, as did the 
familial and racial features. 

Dr. LEONARD FINDLAY said that his experience 
with East End children had led him to diametrically 
opposite opinions from those of Dr. Hunter. People 
varied tremendously in their response, and excessive 
diet was not the main factor in obesity. Everyone 
every day took more nourishment than he required, 
but many did not get fat. The reason was something 
to do with metabolism. Children on diet get irritable 
and usually it was better to leave them alone if they 
were otherwise well. A study of the creatinine 
output had shown that this was proportional to the 
increase in weight in most cases; it was bound to 
influence the basal metabolic rate. 
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Dr. F. ParKEs WEBER thought that the difficulty 
arose when obese people wanted to eat more ; there 
came the psychological problems and crux of- the 
whole matter. It was almost against human nature 
for fat people to submit to relative starvatign. JT he 
way of the future, he thought, was some mesghod of 
reducing appetite without doing harm or diminishing 
the joy of life. 

Dr. H. W. HALeEs 
oxidation deficiency duced by tisgue and intestinal 
poisons. Prolonged fasting cleangi up a number of 
parnerogiag conigne- Aftersbong fasting voracious 
appetite di@ noteturn, 4 Patients did not regain 
weght. he integrity of the skin, liver, and intestinal 
mucosa were egser for fat oxidation. Treatment 
should include a : y,of that put into and excreted 
from the 2 ntary tratt. There were certain toxic 
printiplesgaPfood, especially megt, of which avenin 
was an impottant example ; these toxi¢ bodies became 
fixed in the tissues and could only: be eliminated by 
very low diets. Hunger was analogous to the with- 
drawal symptoms felt by drug addicts ; food was in 
many ways a dangerous drug. Colonic 


Pie. ovdiey adiiermstom of 


detoxication 


was essential, and pyretic, baths were of the greatest 
importance. , 
Sir EDMUND SprigGs and Dr. Hunter replied. 





ROYAL ACADEMY OF MEDICINE IN 
IRELAND 


A MEETING of the section of medicine was held 
on Nov. 8th, with Dr. V. M. SynGe, the president, in 
the chair. 

Munchmeyer’s Disease 


Dr. R. W. SHay showed a patient who had been 
previously brought before the section, in March, 
1934, with a tentative diagnosis of pseudohyper- 
trophic muscular dystrophy. 


She was now 8 years old. In Sepfember, 1934, she 
developed a severe cold and was feverish for a week. 
In November, for the first time, Dr. Shaw noticed numerous 
small soft nodules in the flexor aspects of the elbows and 
knees and in the tendons of the biceps and hamstrings, 
and also in the tendons of the pectorals. Otherwise the 
child was in fair health, but she was very small, her, 
height being 3 ft. 6 in., and her weight 3 st. 3 Ib, 

In February of this year she developed diphtheria and 
searlatina, and was sent to Cork-street Fever Hospital 
where she remained till May. The long period in bed 
had greatly weakened her power of locomotion, and 
about a week after leaving hospital she was brought to 
Dr. Shaw with what he at first took to be an abscess on 
the inner aspect of the’left knee. There was considerable 
inflammation and induration of the area. On further 
examination the abscess was found to be one of the pre- 
viously noted nodules which had apparently broken down 
and was discharging a cheesy material. By the end of 
May this condition had almost healed but the nodules 
were much harder and more numerous. On May 29th, 
after a minor fall, the child sustained a fracture of the 
right femur just above the condyle, and was admitted 
to hospital where she remained until early in August. 
At first there was considerable difficulty in walking. At 
present she was able to walk fairly well, but had limited 
movements of limbs. She had two discharging sinuses 
in the left knee. Her face was expressionless, and there 
were red markings on various parts of her body. Her 
height was now 3 ft. 6 in. and her weight 2 st. 11 lb. She 
was very intelligent. She ate and slept well. Nodules 
could be seen and felt. There were no knee-jerks. The 
urine was normal, 


Dr. Shaw thought that the case was one of Miinch- 
meyer’s disease (diffuse progressive ossifying polic- 
myelitis), although the patient presented but few 
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of the classical features. Only about 200 cases had 
been published gad the xtiplogy of the disease was 
obscure, but eM 1@t sem to have any connexion 
with an upset of calcium metabolism. The onsct 
was usually before the age of five ; it might develop 
in the course of some infectious disease, or calci- 
fication and ossification might occur in small hama- 
tomata caused by injury—e.g., by a hypodermic 
needle. In the present case it developed aftcr 
dysentery, and the first swelling was noticed ter a 
hematoma. The effects produced might be of two 
kinds: (1) total petrification of*the muscles which 
preserved their form, and (2) irregular ossification 
producing osteogenic exostoses; often but not 
always, the skin over the osteomas was normal. 
The disease progressed only very slowly to the stage 
described by Virchow as “Vhomme pétrifié.’” The 
condition was chronic, but it progressed in bursts 
followed by long periods of inactivity. Respiratory 
embarrassment and difficulty in deglutition might 
eventually lead to intercurrent infection. 

Dr. Dorotuy Price thought there was now no 
doubt about the diagnosis of Miinchme yer’s disease 
in this case. The speed with which the condition 
had come on was very remarkable. All the calcium 
in the body appeared to be going into the muscles. 
The expectation of life in these cases seemed to be 
leng.—Dr. W. G. Harvey said it appeared to him 
that the great majority of the tumours were very 
superficial, an@asked if Dr. Shaw had located any 
of them, and, Jf so, how deep they were.—Dr. E. T. 
FREEMAN asked what the nodules were composed 
of..Dr. E. Harvey asked if any investigations had 
beet done on the parathyroids in this case.—Dr. 
T. O. GRAHAM referred to the case of a “‘ stone man’ 
who had been in Sir Patrick Dun’s Hospital when 
he was a student. He had been kept in hospital 
for two years, and after that went to a hospital in 
Belfast. A diagnosis of myositis ossificans had been 
made, but there were no stony deposits in the skin.- 
Dr. C. J. MurPHY said that myositis ossificans was 
traumatic in origin. Dr. Shaw’s case had come to 
light after trauma. He wondered if there was any 
relation between trauma and the origin of Minch- 
meyer’s disease. 


Dr. Shaw, in replying, said that the tumours in 
the gluteal muscles were pretty deeply in. He had 
not as yet examined the nodules chemically. No 
investigation had been made into the function of the 
parathyroids. He did not think that trauma had 
played any part in the appearance of the nodules. 
The child had had an accident, but before the accident 
he had noticed the nodules. 


Pellagra 
Dr. E. T. FREEMAN showed a case of pellagra 
with much pigmentation on the face. The condition 
got worse in the summer, and almost faded away in 
the winter. The patient had been given a small 
dose of ultra-violet light to see if she was sensitive, 
and her skin had reacted strongly. The blood count 
was normal, and the urine was normal. She com- 
plained of a skin rash, bodily fatigue, pains, and a 
feeling of constant tiredness. She had not eaten 
maize since she was a child, and then had only taken 
it in very small quantities. For the last five years 
she had had quite an ordinary diet containing plenty 
of vitamins. 
The PRESIDENT said that before 1927 only two 
cases of the disease had been reported in Ireland, 
and Dr. M. DrumMonD said that in the last 


ten 
years he had seen only four cases. 
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REVIEWS AND NOTICES OF BOOKS 


‘e, * 

Sir Donald MacAlister of “Tarbert 
By His Wife. 
Ltd. 1935. 


Macmillan and Co., 


12s. 6d. 

Sir Donald MacAlister’s extraordinarily brilliant 
academic career, and his success as administrator 
in twg great and completely different posts, is set 
out here in sober language by his wife. It is a record 
of performances and happenings, and although there 


London : 
Pp. 392. 


is no criticism of the subject of the biography—which 
could not possibly be expected—still the book is 


neither a bare record of successes nor an adulatory 
stream. In presenting the portrait of a great 
personality opportunity has been taken to shed 
considerable light on important problems in education 
—general and medical. 

Donald MacAlister was the descendant of an old 
and erst wealthy Scottish family, the MacdAlisters 
of Tarbert; their property being eaten up by a 
contiguous duke, the head of the family some hundred 
years or more ago was landless and poor, a crofter and 
fisherman. He had a large family and his eldest son, 
born in a farm at Tarbert, was a bookish boy and set 
out to seek his fortune in Glasgow. He made good 
as manager of more than one well-known publishing 
firm and went to Liverpool in that capacity, wheft 
his eldest son, eventually to become Sir Donald 
MacAlister of Tarbert, began his ain education. 
This culminated, after a series of prizes, bursaries, 
and exhibitions which made the scholar self-supporting 
from childhood, in the senior wranglership at 
Cambridge in 1877. He then pursued an original 
ideal by qualifying in medicine; this he did from 
St. Bartholomew’s Hospital medical school and 
returned to Cambridge to become fellow and tutor 
of his old college, St. John’s, assistant to Sir George 
Paget, the regius professor of physic, and physician 
to Addenbrooke’s. Early elected to the fellowship 
of the Royal College of Physicians of London, he 
made his scientific mark by an excellent translation of 
Ziegler’s Pathological Anatomy, the fruit of post- 
graduate work at Leipzig under Ludwig, and by his 
Goulstonian and Croonian lectures. His great public 
career began when in 1889 he succeeded the famous 
Humphry as representative of Cambridge University 
on the General Medical Council. 

An appendix to the biography dealing with 
MacAlister’s work on the G.M.C. has been written 
by his successor in the presidential chair, Sir Norman 
Walker. Sir Norman testifies, with simplicity and 
detail, to what all men know, that under MacAlister’s 
long guidance the Council grew steadily in influence ; 
its finances became stable and its great function, 
that of standardising medical training and maintaining 
due ethical principles, both in the public interest, 
was made apparent by his actions no less than by his 
careful and practical half-yearly addresses. 

In 1907 MacAlister was appointed principal of 
the University of Glasgow, and here again the 
biographer has looked outside for proof of his varied 
accomplishment, for Sir Robert Rait, the present 
principal, has supplied the story in a full appendix. 
MacAlister’s learning, his devotion to duty, and 


sympathetic appreciation of other men’s difficulties 
alike made him a model principal and gained for him 
the exceptional honour of being appointed chancellor 
of his university. 

From this record there emerges the picture of a 
remarkably gifted man, and it is not surprising 





that at his death, some two years ago, the writers of 
the ebituary notices should have, almost with one 
accord, reflected that whatever professional career 
he had‘adopted he would inevitably have become its 
head. Scholar, linguist, organiser, and man of 
affairs, alo ach of these lines he was equally pre- 
eminent. H®hee it is a chagming feature of Lady 
MacAlister’s account that wAhiowa learn from her 
the religious simplitity of his private life. Men with 
such intellectual ae as MacAliget are apt 
to be a little terrible to their fellows, especially wlten 
their qualities are hall-marked by an almost inéredible 
number of State and adcad@mic¢ 
MacAlister’s learning and-foree of charagter, we can 
see, never made him other than kine rinpathetic, 
and helpful. For the intimate picture afin which 
Lady MacAlister is able to draw, all readers will be 
grateful. 


distinctions ; 





Hormone des Ovariums und des Hypophy- 
senvorderlappens 


Second enlarged edition. By Dr. BErrRNHARD 
ZONDEK, Professor an der Hebriaischen Univer- 
sitat, Jerusalem; Direktor der Gynikologisch- 
Obstetrischen Klinik des Rothschild-Hadassah- 


Hospitals, Jerusalem. 
1935. Pp. 638. 


Vienna : 
R.M.58. 


Tus work on the hormones of the ovary and of 
the anterior lobe of the pituitary gland has been 
considerably enlarged and brought up to date, and 
is now so elaborate that it almost defies the reviewer. 
It belongs to that type of German work which includes 
a reference to practically every paper that has been 
written on the subject, with the result that though 
it is of the utmost value to research workers, the 
general student will find it far too complicated and 
lacking in crifical judgment. Research workers 
will find one section disappointing—the chemical 
section. The reference to the chemistry of the sex 
hormones is too brief to be of much use, and many 
important papers on prolan are ignored. In a work 
of this size the reader is entitled to expect either 
an adequate summary of the chemical aspect of the 
problem, or at least a complete series of references 
to the more important papers. 


Julius. Springer. 





Radium Treatment 


Of Skin Diseases, New Growths, Diseases of the 
Eyes and Tonsils. By Francis H. Wiis, 
M.D. Harv., Senior Physician, Boston City Hos- 
pital. Boston, Mass.: The Stratford Company. 
1935. Pp. 118. $2.00. ; 


Tuts little book gives an interesting account of 
30 years’ experience in the use of radium, and partic- 
ularly of the early efforts to find a scientific method 
of measuring the dose absorbed in the tissues. <A 
fluorometer is described together with the author’s 
arrangement for making his standard comparisons 
with rays which have passed through varying thick- 
nesses of water before they reach the fluorescent 
screen, a method which appears to be sound when 
mixed beta and gamma radiation from lightly screened 
preparations is to be measured. 

Three main types of lesion are dealt with: lesions 
of the skin, of the eye, and of the tonsil. The cases 
of cancer of the skin are similar to those usually 
described but the interest lies in the fact that 17 cases 
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of rodent ulcer were reported in 1908 and 181 cases 
of skin cancer, of which 154 healed in 1913, at a 
time when the therapeutic uses of radium were little 
understood. For the eye ingenious instruments are 
described, and the author makes some surprising 
claims for~his methods. Corneal opacities due to 
ulcer are said to clear up, anterior capsular cataract 
to disappear, and in one case it is claimed that 
retinitis pigmentosa was arrested. For infected 
tonsils treatment with relatively large quantities of 
radium, 55 mg. filtered with 0-6 mm. of aluminium 
for ten minutes, applied direct to the tonsil, is said 
to be most effective. It seems quite possible that 
this direct application may be helpful in causing 
shrinkage of the inflamed mucous membrane and so 
allowing the escape of the retained septic secretions ; 
but the claim that the tonsil is favourably affected 
by radium held over the skin of the neck in the 
region of the tonsil for 5 to 15 minutes will be regarded 
with scepticism by most radiologists. 





Introduction to Vertebrate Embryology 


Third edition. By Watpo Suumway, Ph.D., 
Professor of Zoology, University of Illinois. New 
York: John Wiley and Sons ; London: Chapman 
and Hall Ltd. 1935. Pp. 390. 20s. 


Most text-books of vertebrate embryology deal 
exclusively with morphology. The existence of 
experimental embryology is rarely mentioned except 
to the advanced student. The time has now come, 
however, when a reasonable account can be given, 
even in text-books, of the forces at work during 
development. Prof. Shumway deserves congratu- 
lation on the way in which he has combined the 
two aspects of the subject in this third edition of 
his work. Two admirable chapters are provided 
on the theory of the gene and on experimental 
embryology ; these should give the student a good 
general idea of what is known of the action of hered- 
itary and environmental factors upon the course 
of development. The second half of the book deals 
in a clear and concise manner with the elements of 
organogeny, the anatomy of some embryos, and with 
embryological technique. Useful bibliographies are 
supplied at the end of each chapter. 


How Animals Develop 


By C. H. Wapprnerton, M.A., Fellow of Christ’s 
College, Cambridge. London: George Allen and 
Unwin Ltd. 1935. Pp. 128. 3s. 6d. 


Tuls is the first attempt that has been made in 
the English language to give a popular but com- 
prehensive survey of the recently developed science of 
experimental embryology. The investigator is here 
faced with fundamental problems, and it is reasonable 
to expect that research in this field will eventually 
lead to results of extreme importance to the biological 
sciences in general. Mr. Waddington’s book makes 
very good reading and gives a clear, though necessarily 
simplified, account of his subject. He leads us in a 
logical manner through the necessary morphological 
introduction to the fascinating experimental work of 
Spemann, the Nobel prize winner, and his followers 
on the “organiser.”” Mention is also made of the 
influence of hormones, of function, and of other factors 
upon the course of development. We are left con- 
fronted with the as yet completely unsolved problem 
of the individuation field or the causes underlying 
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the “pattern” of an organism. For the student 
this book will provide a stimulating introduction. 
It is more difficult to say whether the intelligent 
layman, to whom the book is also addressed, could 
form a sufficiently clear picture of the normal course 
of development to enable him to grasp the full 
significance of these problems. Failure in this respect 
could hardly be laid at the door of the author, for 
developmental anatomy is extraordinarily difficult to 
visualise without some practical acquaintance with 
embryos. 


1934 Year Books 
1. General Therapeutics. 
Fantus, M.S., M.D., Professor of Materia Medica, 
Pharmacology, and Therapeutics, University of 
Illinois College of Medicine. Chicago: The Year 
Book Publishers, Inc.; London: H. K. Lewis 
and Co., Ltd. 1935. Pp. 462. 98. 6d. 


Edited by BERNARD 


2. Neurology, Psychiatry, and Endocrinology. Edited 


by Hans H. Reesg, M.D. (Neurology), Professor 
of Neurology and Psychiatry, University of 
Wisconsin Medical School; Harry A. PASskKIND, 
M.D. (Psychiatry), Assistant Professor of Nervous 
and Mental Diseases, Northwestern University 
Medical School; and EtmMer L. SEVRINGHAUS, 
M.D. (Endocrinology), Associate Professor of 
Medicine, University of Wisconsin Medical School. 
Same publishers. 1935. Pp. 782. 12s. 6d. 


1. These year books are, as is now well known, 
small, compact, and well printed. This one contains 
several hundred summaries of newly described 
methods of treatment, covering general medicine, 
minor surgery, anesthesia, toxicology, and physical 
(including radiation) therapy. They are attractively 
written, and sometimes illustrated, and an occasional 
editorial comment is supplied in modest small print. 
American literature provides the source for the 
great majority of the articles; English and German 
for most of the rest. The editor makes no claim 
to comprehensiveness, but for all whose fields it 
touches the book is worth looking through. It is 
sure to yield something of interest or of value, and 
to yield it quickly. 

2. This member of the series was edited until recently 
by Dr. Peter Bassoe. Obliged for reasons of health 
to give up the task, he has cast his mantle, in triplicate, 
on new editors, and the book now has three indepen- 
dent sections. It is packed full of meat, partly 
predigested. The papers abstracted include surveys 
and short reviews as well as original contributions 
in the strict sense, and the abstracts, usually clear 
and well written, are full enough to let the reader 
know whether or not he wishes to study the papers 
themselves. Prof. Sevringhaus introduces his section 
with a twelve-page outline of “ systematic endocrino- 
logy ’—a brief undocumented statement of current 
ideas of the inter-relationships of the glands—and 
confines his abstracts to papers on clinical endo- 
crinology ; even so, they occupy one-third of the 
volume. Guides are almost indispensable in the 
maze of medical literature ; this is a competent one. 


NOTTINGHAM GENERAL HospPiITaAL.—The founda- 
tion-stone of the new pay-bed wing of this hospital 
was laid on Nov. 13th. The sum of £60,000 necessary 
to complete the project is assured and the 23 wards 
are being equipped and furnished by Sir Julien 
Cahn. The hospital will be opened free of debt and will 
be self-supporting. 
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NEW INVENTIONS | 


HENRY AND JOUVELET’S PUMP 
FOR BLOOD TRANSFUSION AND OTHER PURPOSES 


WE have had an opportunity of testing this 
ingenious machine which is already in extensive 
use on the Continent. In principle it consists of a 
metal cup in which a vertical roller rotates about a 
central spindle (see Fig. 1). A loop of sterile rubber 
tube, which is to convey air, blood, or other fluid, 
is inserted between the roller and the sides of the 
cup, and when the central spindle is turned the 
roller compresses the tube, squeezing its contents 
along at a given speed. Two models are made, 
worked respectively by hand (Fig. 1) and by an elec- 
tric motor (Fig. 2). A eyclometer denotes the amount 
of fluid delivered, and this amount can be varied 
from 0°15 to 300 ¢.cm. per minute by altering the 
speed of rotation. Reverse and forward movements 
are provided so that suction or propulsion can be 
obtained. Pressure gauges give warning of any 
obstruction to the flow in the tube. 

Aithough the machine was primarily designed for 
direct transfusion (whichcan be performed in one opera- 
tion), we have used it successfully for indirect trans- 
fusion of blood or saline, continuous drip transfusions 
of these fluids, infiltration of local anesthesia, and 
other purposes. The method of using is as follows. 

1. Transfusion.—All the preparation necessary is to 
sterilise a flask or jug, two fine needles, and the two pieces 
of rubber tubing provided. This ease of preparation 
is very valuable when working in a private house or 
nursing-home. The tube is fitted into the machine and 
a fine needle attached to one end. Citrate solution (3°8 per 
cent.) is sucked through the needle and tube and col- 
lected in the sterile flask into which the other end of the 
tube dips. The needle is then inserted into the donor’s 
vein and the required amount of blood withdrawn, to be 
mixed with the citrate by shaking. (Owing to the very 
powerful action of the 
pump, we have found it 
possible to use quite fine 
needles for the donors, 
and this is much appre- 
ciated by 
them.) The 
second tube is 
now fitted to 
the machine 
and the blood 
pumped from 
the flask into 
the patient’s 
vein at any 
desired rate. 
Infusion of sa- 
line and other 
fluids is very 
easily carried 
out by asimilar 
technique, the 
fluid being con- 
tained in a flask 
clamped to an 
upright on the 
machine. 

2. Continuous drip transfusion or infusion.—We' have 
found the motor-driven model to possess very definite 
advantages over the gravity methods commonly used 
for this procedure. The flow is maintained without 
intermission for as long as desired, and even when the 
fluid is dripping slowly from the needle it has a consider- 
able pressure behind it, and this appears to prevent the 
clotting which is the main difficulty of continuous intra- 
venous injections. Our method is to place the citrated 
blood or the saline in a flask surrounded by a Gamgee 
jacket, and to pump it into the patient by means of a 
glass cannula tied into the saphenous or other vein. 
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Essential parts of the hand-worked pump. 
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The blood is continuously mixed by passing through it 
bubbles of filtered oxygen, as suggested by H. L. Marriott 
and A. Kekwick (Tue Lancer, 1935, i., 977). We have 
thought it advisable to add a float device avhich auto- 
matically cuts out the motor should the flask not be 
replenished at the proper time. 
By this means all possibility of 
injecting air into the vein is 
eliminated. An automatic cut- 
out will be available shortly to 
control definite quantities of 
fluid being given, or to cut 
out should the flask not be 
replenished at the proper time. 


Ri (Speed 


2 ey 
Register ~ 

The electric pump. Fluid is flowing from a burette and is 

being pumped through the rubber tube. 

3. Infiltration of local anesthetics.— We have used both 
the motor and hand models for infiltrating the abdominal 
wall and the neck. The advantage is that the surgeon 
can create a wide and deep field of anesthesia with a 
solution delivered at a regulated pressure and rate of flow. 

The apparatus is capable of many other uses, three 
of which are aspiration of effusions, establishment of 
artificial pneumothorax, and suction during operations. 

Our short experience, based on 22 cases, has 
shown us that the apparatus possesses certain definite 
advantages in transfusion. The fact that the pump, 
whether driven by hand or motor, does not require 
sterilisation rules out that complication associated 
with subjection of machinery to extremes of tempera- 
ture or contact with antiseptic solutions. The pump 
action being reversible permits anticoagulant fluid 
and donor’s blood to be drawn through the tube 
into the collecting flask, and then propelled into the 
recipient through an airtight system. To make 
sure that the recipient’s vein has been entered we 
insert a glass connexion into the tube close to the 
needle and fill the tube with anticoagulant fluid. 
As soon as the vein has been punctured the pump 
is put in reverse and blood is seen in the glass con- 
nexion; all is now well and the forward speed is 
applied. Collection of the donor's blood by suction 
leads to some frothing in the flask. Using fine 
needles (Record Serum No. 1) and a tourniquet 
applied to the arm of the donor at 80 mm. Hg we 
have had no trouble with clotting, nor collapse of 
the vein. Blood can be injected into the recipient 
at 40 c.cm. per minute without giving rise to pressure 
changes. In continuous transfusion we have been able 
to avoid venous thrombosis, but the noise of the motor 
is an objection, which the makers are taking steps to 
overcome. In our experience the machine has proved 
entirely reliable, It isobtainableinthiscountrythrough 
Messrs. Jourdan and Black, 24, Pall Mall, 8.W.1. 

E. 8. Lee, M.B. Lond., F.R.C.S. Eng., 
G. H. Macnas, M.B. Edin., F.R.C.S. Eng. 

Westminster Hospital. 
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GASTREXO 


(EVANS) 


A haemopoietically active desiccated stomach substance 
for PERNICIOUS ANAEMIA 


Prepared from selected hog-stomach tissue by methods 
which ensure full potency. 


GASTREXO is guaranteed to be free from pathogenic 
bacteria and is recommended both for treatment 
and maintenance purposes. 


Issued in screw-capped jars 


4-0z. 4/- 8-0z. 7/6 l6-0z. 14. 


Also Gastrexo with Iron at same prices 


Prepared at Evans’ Biological Institute by 


Evans Sons Leseher & Webb Ltd. 


Manufacturers of Fine Chemical, Pharmaceutical & Biological Products 
LIVERPOOL LONDON DUBLIN 














Each 3m. Adexolin Capsule 
contains 6,000 international 
units of vitamin A and 1,000 
of D. In boxes of 25 and 100. 


Each cc. of Adexolin Liquid 
contains 12,000 internation- 
al units of vitamin A and 


2,000 of D. In 14 cc. phials 
and 2-oz. bottles. 


For a 


Could any ante-natal procedure be more 
definite—or simpler? 


100 capsules 





The expectant mother, following a pro- 
cedure in force in leading hospitals and 
ante-natal centres, takes one capsule of 
Adexolin (or 20 drops of the Liquid) daily 
during the last 100 days of her pregnancy. 
In this way she takes every day a precisely 
measured amount of vitamins A and D in 
natural proportions. 


The vitamin A of Adexolin serves to 
protect the mother against puerperal fever 


and to fortify the resistance of the foetus 
to neo-natal and infantile infections. 


Adding the calcium-regulating vitamin D 
helps to preserve her teeth from decay and 


to promote normal skeletal development 
in the unborn infant. 


ADEXOLIN 


GLAXO LABORATORIES LTD., 56 OSNABURGH STREET, N.W.| 
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Emplets 


ENTERIC-+-COATED GLAND PRODUCTS 


A improved form for the administra- 

tion of gland products is furnished 
by the Emplet series of compressed 
tablets coated with a _ special acid- 


resisting material. 


By this means the gland substances 
are protected from possible inactivation 
through destruction of the active principle 
by the hydrochloric acid and _ pepsin 
of the gastric juice. As the Emplets 
readily disintegrate on contact with the 
alkaline secretions of the duodenum, 
the gland substances are released at the 


zone of maximum absorption. 


Clinical evidence suggests that gland 
substances administered orally in Emplet 
form are more effective than when given 


in ordinary uncoated tablets. 


Further particulars will be 
furnished on request. 








PARKE, DAVIS & CO., 50 BEAK STREET, LONDON, W.1 
Laboratories: Hounslow, Middlesex 2: Inc. U.S.A., Liability, Ltd. 
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THE EXTINCTION OF VENEREAL DISEASES 


At the International Congress of Dermatology 
and Syphilology held this autumn in Budapest it 
was “accepted as a fact that syphilis and gonor- 
rhoea could be made extinct throughout the world 
within a single year if all who suffer from them 
would have themselves fully treated.” We are 
quoting the actual words’ of our Budapest corre- 
spondent, who went on to say that as a corollary 
to this principle the Congress “proposed the 
application of legal penalties and the State control 
of treatment, together with the regulation of 
prostitution.”” Now there is no doubt that the 
organisms of syphilis and gonorrhcea are both 
easily destroyed under the ordinary conditions of 
exposure to heat, dryness, light, and air ; and it is 
only as the result of extreme adaptation to the 
special environment in which they live that they 
have managed to exist and flourish for so long. 
There is also no doubt that in the arsenicals we 
have a very potent weapon at hand for making 
patients non-contagious in the early and com- 
municable stages of syphilis; and, although 
unfortunately there is no similar weapon at present 
available for the treatment of gonorrhcea, yet we 
believe that with reasonable care we can guarantee 
a clinical, bacteriological, and serological cure in 
all but a minute proportion of cases inside a year. 
It therefore seems not unreasonable to suppose 
that, if everyone infected were promptly and 
adequately treated, these age-old curses of man- 
kind would speedily be eradicated. Theoretically 
this is true in a world governed by logic and 
reason ; but unfortunately we live in one that is 
ruled by emotion, love and hatred, illogical likes 
and dislikes; and the moment we are up against 
any of the problems associated with sex this 
becomes manifest to the most casual observer. 
Practically then the administrative, technical, and 
social difficulties in the way of carrying out any- 
thing like a world-wide campaign of diagnosis, 
notification, treatment, and penalties for neglect 
of treatment of venereal disease are so great that 
we may consider the pronouncement of the Con- 
gress in the light of a dramatic gesture intended to 
draw attention to the fact that, given proper 
facilities, we have the weapons in our hands to 
control and finally eradicate these diseases as 
soon as the conscience of the nations is sufficiently 
awake to allow us to do so without let or hindrance. 

None the less, it is worth while to pause, take 
stock, and consider what suggestions the Congress 
has made, for in this way we may clarify our own 
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ideas of what is possible, and what history tells 
us is repugnant to the British mind. Let us first 
consider the question of the regulation of prosti- 
tution. The continental mind has always been 
favourable to some kind of police control of this 
evil, generally taking the form of the registration, 
segregation, and periodic medical examination of 
all women who habitually (or even occasionally) 
sell their bodies for gain. As a necessary conse- 
quence such women if found diseased are sent 
into hospital, whether they will or no, and are 
kept there until pronounced cured. Paris, Berlin, 
and Vienna carry on systems intended thus to 
control prostitution, and so incidentally minimise 
the spread of venereal disease. It is a comment 
on the success of these endeavours that it is pre- 
cisely to these places that students of venereology 
flock because of the abundance of the material. 
In England, control was attempted in certain 
garrison towns such as Aldershot, Chatham, and 
Portsmouth under the Contagious Diseases Acts. 
The results were so ambiguous, and the outcry 
against the regulations so great, that the Acts 
were rescinded in 1886, and it is unlikely that 
any administrative body in this country would 
now urge their re-enactment. We have it on the 
authority of FLEXNER that it is the considered 
opinion of all unbiased observers that regulation 
of prostitution in the past “has increased, not 
diminished, the volume of venereal diseases.” 
Advocates of regulation, whilst admitting this, 
maintain that such a result is largely due to the 
defective medical treatment given in the past. 
No doubt that is part of the truth. But there 
are, in addition, two great human factors which 
these enthusiasts overlook, factors which are 
still operative and likely to remain so. The first 
in that the clandestine prostitutes outnumber the 
registered ones in every large continental city, 
it may be by as much as eight to one, so that, 
even admitting that all registered prostitutes 
could be kept free from disease, there still would 
remain this great silent reservoir of untreated or 
ignored sources of contagion. The second cause 
for failure is that the male partner has never been 
segregated. It is possible to shut up the harlot. 
She is a social outcast. She is a parasite on society. 
She serves no useful object. But to imprison 
the male partner is to disturb violently all social 
and business life. How would the Congress 
attempt to overcome this enormous handicap to 
success ? Think of the portentous upheaval it 
would produce. Think of the campaign of bribery, 
corruption, espionage, blackmail, that would inevit- 
ably follow any real attempt compulsorily to treat 
infected males. Yet if one cannot treat both sides 
alike how can one hope to effect the proposed 
result ? 

State control of treatment is another plank in 
the programme of the Congress. By this is prob- 
ably meant a system of free treatment at clinics, 
subsidised by the State, and open to all venereal 
patients without consideration of rank or position. 
This is a more modern line of thought. Instead 
of, or in addition to, attempting to protect the 
public by treating diseased prostitutes under 
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police supervision, it is suggested that all persons 
suffering from venereal disease should be under 
the care of the public health authorities. Obviously 
there is much to be said in favour of this. For 
many years it has been tried in the Scandinavian 
countries, where it met with such success that it 
was introduced into this country towards the 
end of the late war. Here the success obtained 
has not been dramatic, but it has been continuous. 
By careful newspaper propaganda, by assuring 
the patients that privacy of treatment is available 
and that no information will be given of their 
condition to unauthorised persons, by explanatory 
pamphlets setting out the dangers of the diseases 
and the length of time required for treatment, by 
‘continuation ” cards and a judicious “ follow- 
up” of those who have stopped treatment before 
cure, it has been possible to build up machinery 
which in time, it is believed, will get these diseases 
under control. No general attempt has been made 
by interested bodies in this country to introduce 
penal regulations for absconders—that is those 
who neglect to continue treatment until cured. 
Legislation of this nature has been introduced in 
some of our dominions and colonies, but it has 
been found that doctors object to being turned 
into detectives and fail to notify cases, with the 
result that the laws become a dead letter. Experi- 
ence shows the unwisdom of legislating in front 
of public opinion; and public opinion is against 
doctors giving away their patients’ secrets. The 
moment minatory regulations are introduced to 
round up absconders from treatment for any 
disease to which a moral obloquy is attached, at 
that moment the disease goes underground, and 
patients no longer come forward willingly. The 
mere suggestion that neglect to keep up treatment 
may expose the victim to shame is enough to 
inhibit desire for such treatment, and thus to 
frustrate the good intention of the inquisitor 
intent on saving the sufferer from himself. That 
is why, when two corporations in Scotland recently 
tried to obtain Parliamentary sanction to introduce 
some mild penal clauses for those who ceased to 
attend, the attempt failed. 

Final success can be attained only by educating 
the public to the dangers of venereal disease, by 
stimulating the conscience of the community so 
that the dual standard of morals as between man 
and woman is no longer accepted as inevitable, 
and by making facilities for treatment so easily 
obtainable that there can be no excuse for refusing. 
In this way we may hope that we shall be able 
eventually to eradicate venereal disease from our 
midst, an end which has been the devout wish of 
every sanitarian since the time of MosEs. 


GASTROSCOPY 


Two notes appearing in our columns a couple 
of years ago have indirectly borne fruit in the form 
of Mr. Harotp Epwarps’s contribution to our 
last issue. He must be one of the first, if not the 
first, in this country to make systematic use of 
the flexible gastroscope. He approached it with 
a certain reserve, aware of the risk that a pretty 
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piece of mechanism may awake more enthusiasm 
than its usefulness justifies, but he concludes that 
the instrument has already earned a place in the 
management of cases of gastric disorder. It can 
sometimes contribute to the diagnosis of gastric 
ulcer, when the radiologist is left in doubt ; it can 
sometimes indicate whether a suspicious ulcer is 
simple or malignant; and it can often throw 
useful light on the state of the mucous membrane 
round the stoma of a gastro-enterostomy. 

A pretty piece of mechanism it certainly is, and 
the merely medical mind can only marvel at the 
fact that one can see quite comfortably through it 
whether it lies bent or straight. The special 
arrangement of lenses within a flexible metal 
spiral, by which this is made possible, is the dis- 
covery of Wo.tF of Berlin, whose firm for many 
years has spent skill, time, and money on the 
technical problems involved. Its reward, finan- 
cially speaking, seems to be at hand, for the 
instrument has been in regular use for some years 
in many of the larger continental clinics, and is 
attracting attention now in this country and in 
America. The later models differ from that 
figured in THe Lancet of Oct. 14th, 1933, in 
having a brighter light and a narrower rigid part 
(75 mm. diam.), but these are minor improve- 
ments ; there is no word yet of two major advances 
that gastroscopists would warmly welcome. One 
of these is a device for altering the direction in 
which the instrument “looks,” which is normally 
at right angles to its long axis; flexible gastro- 
scopes can also be made to “look ” either directly 
forward, or laterally and backward, the field of 
vision in every case subtending an angle of about 
60°, but the three possibilities have not yet been 
combined in one instrument. If that combination 
were achieved, almost the whole of the gastric 
mucosa would come within the range of vision, 
and negative gastroscopic findings in cases of 
suspected ulcer or carcinoma would have consider- 
able value. The other desirable advance is a 
camera capable of taking photographs through a 
flexible gastroscope. HENNING?? has published 
many photographs of the gastric mucosa, but they 
have all been taken through a rigid straight 
gastroscope, an instrument which he and other 
experts can now manipulate with safety, but 
which remains too dangerous for general use. 
The flexible instrument does not transmit quite 
enough light to give satisfactory photographs ; 
a still brighter light, provided it is not too hot, 
or a more sensitive film, might solve this problem. 
Until it is solved the appearances of the gastric 
mucosa can be discussed only in verbal descrip- 
tions or with the help of drawings, both of which 
involve rather more of the subjective element 
than is welcome to the scientific mind. 

As we have said, however, Mr. Epwarps finds 
that the present instrument can give some help in 
diagnosis and treatment. His point of view is 
that of a surgeon. Judging by the experience in 
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Germany, where the gastroscopist is nearly always 
a physician, medicine has even more reason than 
surgery to interest itself in the gastric mucous 
membrane. The old tradition that the appearance 
of the tongue indicates the state of the lining of 
the gastro-intestinal tract can now be tested, so 
far as the stomach is concerned, by direct observa- 
tion, a study which Movutrer has begun in 
Paris, publishing this month ® an interesting series 
of paired pictures showing inflammatory condi- 
tions in tongue and stomach. In Germany a 
number of distinctive and easily recognised inflam- 
matory pictures in the gastric mucosa have been 
described, and are there the basis for the diagnosis 
of chronic gastritis, which is made in many patients 
who would in this country receive the label of 
functional dyspepsia. As yet however no satis- 
factory correlation has emerged between the 
presence and nature of these changes and the 
patient’s dyspeptic symptoms. On the other hand 
correlation between gastroscopic and microscopic 
appearances is not lacking. Chronic gastritis is 
important both as a morbid change in itself and 
in its relation to ulcer, cancer, and the anzemias, 
and few will question the need for fuller study 
of its occurrence and its pathogenesis. To all 
who concern themselves with the investigation 
of these problems gastroscopy would seem to 
offer a useful—and it may be, indeed, an 
indispensable—method of approach. 


THE BATTERSEA GENERAL HOSPITAL 


On Nov. 19th Mr. Justice Eve made the orders 
which eliminate from the name and objects of the 
Battersea General Hospital the element of anti- 
vivisection. The proceedings in the Chancery 
Division, described more fully on another page, 
leave the hospital free to minister to the needs of 
a poor and populous district without any restric- 
tions on the use of remedies obtained by experi- 
ments on animals. The court was invited to 
consider, amongst other evidence, two affidavits 
which showed the deplorable effect of the restric- 
tions. One, sworn by Mr. JoHn Rosert LEE, 
the senior honorary surgeon, declared that the 
progress of science and advance in medical 
knowledge had made it impossible to run a general 
hospital on antivivisection principles as enunciated 
in the memorandum of association of the Battersea 
undertaking. In many cases of disease, said 
Mr. Lex, relief and cure were obtainable only by 
use of remedies derived from sources which would 
conflict with those principles. Antitoxin, for 
instance, was a necessity for diphtheria; for 
tetanus inoculations a serum derived from horses 
would be used ; other examples were antistrepto- 
coceal serum, insulin, and various drugs which 
were standardised on animals. In Mr. LExr’s 
opinion it was essential, in order to enable the 
hospital to be conducted on modern scientific 
lines, that all reference to antivivisection principles 
should be omitted from the objects and trusts 
relating to the hospital. A second affidavit, sworn 
by Lord Ernest Hamiiton, the chairman of the 
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board of management, dealt with the financial 
effect of the restrictions. The King Edward’s 
Hospital Fund for London would give no help so 
long as the hospital was subjected to conditions 
which contradicted the greater part of medical 
opinion. ‘“‘ Moreover, general opinion has been 
moving against antivivisection since the dates of 
the trust deeds, and I am satisfied that no sufficient 
financial assistance can be obtained from the 
public or from any general appeal or similar 
method so long as the hospital is restricted as 
aforesaid.”” Mr. Justice Eve, in granting the 
petition of the hospital for the change of name 
and objects, observed that he personally sympa- 
thised with the original objects and principles, 
but he was satisfied that they were no longer 
practicable. He thought the diminution in the 
hospital’s income was due in part to the fact that 
everybody had now to pay so much in taxation 
that they had little left to give in charity. We 
may hope that the chairman of the hospital is 
justified in his belief that the new freedom from 
restrictions will mean new sources of revenue. 

Antivivisection propaganda can be violently 
provocative. These controversies distract the 
energies of persons engaged in medical practice 
and research. Love of animals is a characteristic 
of our countrymen and countrywomen. Another 
British trait is the habit of making allowance for 
impulsive statements induced by warm sympathies 
and sincere convictions. The old Battersea 
principles somehow contrived to encourage moral 
condemnation of medical and surgical treatment 
elsewhere. The hospital claimed to be a “ visible 
protest against the demoralising practice of per- 
forming any experiments upon animals”; the 
results of those experiments were described as 
“ dangerous, misleading, and opposed to all true 
progress.” These protests and descriptions have 
been frankly withdrawn ; a chapter is closed and 
a happier chapter opens. The Battersea General 
Hospital has its work to do; we can all unite in 
wishing it prosperity. 


tin 





THE Institute of Hygiene is praying for a supple- 
mental charter which will enable it to merge with 
the Royal Institute of Public Health. It has been 
apparent for some time that there is considerable 
affinity between the activities of the two institutes : 
their work is educational and has for its object the 
promotion of hygiene and of public health. Founded 
in 1886, the Royal Institute of Public Health trains 
post-graduate medical students for the D.P.H., and 
also maintains bacteriological and chemical labora- 
tories and undertakes tests and examinations for 
municipal authorities and medical practitioners. The 
Institute of Hygiene was founded in 1903 and incor- 
porated by Royal Charter in 1929. Its aims and 
objects are to promote hygiene in any or all of its 
branches, but especially personal and domestic 
hygiene. The councils of both institutes are satisfied 
that the objects of each body can and will be carried 
out with greater efficiency and to the greater benefit 
of the public by an amalgamation. The appropriate 
meetings of the councils have been held as well as 
the necessary statutory meetings of the members, 
and the voting has been unanimously in favour of 
an amalgamation. 
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ANNOTATIONS 


THE CHILDLESS MARRIAGE 

THE problem of the childless marriage has had far 
more attention in America than in this country, and 
something of the progress made there may be judged 
by two papers presented last summer to the American 
Medical Association. In the first Dr. Brooke Bland 
and his colleagues! write on functional sterility in 
the female and its clinical investigation. Both in 
men and in women it is difficult to interpret sterility 
unless an anatomical abnormality can be found, for 
we usually have to consider it in the light of the 
complicated relationships between the glands of 
internal secretion. The observations recorded in 
these American papers bear out Meaker’s contention? 
that as a rule the cause of the childless marriage 
is manifold—and that there is seldom a single deter- 
mining factor. It is for this reason that Meaker 
lays emphasis on the necessity of establishing special 
clinics in which both husband and wife can be 
submitted to searching examinations not only by 
gynecologist and urologist, but also by a biochemist 
and an expert in endocrinology. Xtiologically 
functional sterility in the female is classified by 
Bland according to whether it is primarily due to 
pituitary, ovarian, thyroid, or adrenal dysfunction. 
Of. these, he says, primary deficiency in the anterior 
pituitary is by far the commonest, and disease of the 
adrenals the rarest. The account given of the clinical 
and biochemical examinations on which a diagnosis 
is based leaves one realising that an enormous amount 
of work is entailed in the full investigation of a sterile 
marriage and that such investigation is seldom done 
thoroughly—in this country at any rate. The 
question that naturally arises is: how far do these 
searching examinations lead to practical results ? 
Much progress has been made in disentangling the 
complicated hormonic reactions on which ovulation, 
menstruation, and probably spermatogenesis are 
based, but so far relatively little advance has been 
achieved in obtaining extracts that can be used to 
control these phenomena clinically. Nevertheless, 
the fact that of 150 women examined at Bland, 
First, and Goldstein’s clinic 53 (or 35 per cent.) 
subsequently became pregnant, is distinctly impres- 
sive. Treatment was, of course, by no means 
confined to the giving of glandular products, and 
included such therapeutic methods as low-dosage 
irradiation of the pituitary gland and ovaries, dieting, 
and instruction about the most probable time for 
conception. The figures given by Dr. Paul Titus in 
the second paper,’ on the causes and treatment of 
sterility, are in harmony with those of the other 
writers, and the only point at which a critic might 
quarrel with him is when he says that absolute 
sterility in the male, due to gonococcal stricture of 
the urethra or occlusion of the epididymis, is usually 
curable by comparatively simple plastic operations. 
{n this country blockage of the epididymal canal 
following a previous attack of epididymitis is usually 
regarded as incurable, and most urologists have 
abandoned the operation of vaso-epididymostomy as 
useless. Yet F. R. Hagner, in a paper read before 
the Clinical Congress of the American College of 
Surgeons in 1930, claimed that 60 per cent. of 
patients suffering from bilateral occlusion were cured 
by a plastic operation. Such discrepancies between the 
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results obtained by English and American urologists 
show that further investigation will be necessary 
before a true perspective can be found. Indeed, it is 
an additional argument in favour of the establish- 
ment of a clinic in this country comparable to those 
founded in America by Meaker. Everyone will agree 
that the barren marriage may be a source of great 
unhappiness, and that in their desire for a child 
many couples would be prepared to go to almost 
any lengths. The problem therefore should have 
the same attention in this country as it is apparently 
getting on the other side of the Atlantic. 


ASTHMA AND SINUSITIS 


WHILE it is generally conceded that asthma is in 
the nature of an allergic reaction, the exciting cause 
of the reaction often remains obscure. Dr. Robert A. 
Cooke and Dr. R. Clark Grove, of New York,! find it 
very commonly in infective disease of the nasal 
sinuses. In a series of 688 cases of asthma studied 
consecutively, they say that infection was the sole 
cause in 34 per cent., and infection combined with 
sensitisation to pollens, danders, foods, and the like 
in a further 15 per cent., making a total of 49 per 
cent. in which infection played an essential part. 
If children under ten years old are excluded there 
remain 470 patients; of these about 8 per cent. 
had a primary pulmonary infection, while in 45 per 
cent. sinusitis was the important primary cause. 
If one inquires why, in certain patients, the symptom 
of asthma is imposed on nasal infections, the only 
answer is that these persons have an allergic consti- 
tution and become sensitised to bacteria or their 
products: In all the patients in their series who 
came to operation, the mucous membrane of the 
sinuses was of a hyperplastic type, and none exhibited 
the true pyogenic membrane associated with sup- 
purative sinusitis ; of 120 cases recently studied, on 
which operations had been performed, no less than 
80 per cent. had nasal polypi. For antral infection 
the complete Coldwell-Luc operation on the antrum 
was always adopted, because the intranasal operation 
was not found to be sufficient ; external operation 
on the frontal sinus was never undertaken, but 
ethmoidectomy was often performed, and _ the 
sphenoidal sinus was opened when necessary, all these 
operations being as a rule bilateral. Definite improve- 
ment of the asthma followed in 70 per cent. of all 
the cases, and in 86 per cent. of those who received 
complete surgical treatment. These results were 
not immediate; indeed increasing proportions of 
improvement were seen with the passage of time ; 
thus complete or nearly complete cure was noted in 
29 per cent. 6-12 months after operation, in 36 per 
cent. after 1-2 years, and in 51 per cent. of those 
followed for 2-34 years. The benefit is ascribed to 
a gradual elimination of infection in the deep-seated 
bronchial glands or mucosa, 

Cooke and Grove’s finding that in nearly half their 
cases the asthma was caused by nasal sinusitis is so 
surprising that it will not gain general acceptance 
without further support. It will be noted that 
wherever operation was performed the membrane of 
the sinuses was hyperplastic, and that none showed 
the true pyogenic membrane associated with suppura 
tive sinusitis. This hyperplastic sinusitis is a some- 
what elusive entity, and they give no details of their 
methods of diagnosis—whether the sinuses are 
examined by proof puncture and, if so, whether the 
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washings are examined bacteriologically or whether 
they rely wholly or in part on radiological examina- 
tion. Thickening of the living membrane of the 
sinuses is often demonstrable by skiagraphy in allergic 
conditions of the nose, as in hay-fever, and is generally 
considered a manifestation of the disease rather than 
a factor in its causation. Again, in 80 per cent. of 
their operation cases nasal polypi were present, and 
if these form a part of the series of 470 patients already 
mentioned it looks as though over 20 per cent. of 
their asthma patients had polypi, in which case 
they can hardly represent a true sample of the 
asthma population. The claim, however, remains 
that of 120 patients selected for operation, 84 showed 
definite improvement after operation on the sinuses, 
and 38 of them afterwards had asthma either rarely 
or not at all. Such a result cannot be lightly 
passed over. 


PHILOSOPHY OF A PHYSICIST 


SoME essays and addresses by one of the most dis- 
tinguished leaders in modern mathematical physics ! 
provide an admirable illustration of the truth that 
in the right hands nearly all great principles are 
capable of simple expression. They would have 
made a more coherent whole if they had been amal- 
gamated and rewritten; but they might well have 
become less interesting. Running through them are 
two leading ideas which all may ponder with advan- 
tage. Prof. Schrédinger wonders in the first place 
whether science is as objective as some, generally 
young, people often think. History is certainly 
not, for none of us would read it if it had no colour 
from the interpreter. And he makes out a good 
case for the conclusion, almost blasphemous at first 
sight, that much the same applies to the higher 
physics, which, as he points out, reflect the fashion 
of thought of their day as well as the general outlook 
of their apostles. And in the second place he 
repeatedly reflects on what he calls the amazing 
discovery of statistical truth—propositions, that is, 
which are true for whole populations of atoms and 
not necessarily true for any individual. Hence one 
may predict the behaviour of populations but not 
that of individuals. The idea would have been less 
fresh to him if he had been a biologist ; and its trans- 
ference to the dead world is yet another example 
of the incorporation of conceptions derived from 
the live world into the explanations of the exact 
sciences. There is much edification to be had in 
contemplating the similarity between the behaviour 
of animals and the vagaries of a particle in Brownian 
movement ; it is no superficial analogy. 


CUSHING’S DISEASE 

THOUGH it is only three years since Harvey Cushing 
published an account of the peculiar disease that 
bears his name, no less than 66 cases are now on 
record. These have lately been analysed by Dr. 
Vratislav Jonds,? and he is able to add to their 
number 7 others observed in the clinic of Prof. 
Hynek in Prague. All 7 seem quite typical with the 
exception of the second. Here the patient was a 
woman of 28, and the disturbance started with 
diabetes insipidus: the pituitary gland, examined 
by serial sections, showed no abnormality in the 
anterior lobe, but the posterior lobe and pars 
intermedia were replaced by scar tissue. Autopsy 
reports are given only for this and for the first case, 
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in which a basophil adenoma of the anterior lobe 
was disclosed. It is of interest that the urine was 
investigated for the presence of a follicle-stimulating 
substance and the result was positive in two instances 
only, in females aged 15 and 33 years. 
analysis of published reports shows that 
quarters of the patients have been women. The 
most constant symptom was a rapidly acquired 
adiposity, but sexual disorders were found in two- 
thirds. The most constant physical sign was arterial 
hypertension (88 per cent.), striz of the skin ranking 
next with 71 per cent., and obesity of characteristic 
distribution in about the same proportion. Skeletal 
decalcification was observed in 40 out of 55 examined 
cases, and a lowered tolerance for carbohydrate in 
35 out of 49. It is noteworthy that an increase in the 
red blood-cell count was found in only 46 per cent. 
Sufferers from this disease are particularly liable to 
die from sepsis, but observation now seems to show 
that the illness need not necessarily be progressive 
and fatal; in other words, there are benign forms. 
Jonas concludes from the histological reports that the 
pathogenesis is by no means clear, but from the 
clinical aspect this syndrome is sufficiently defined to 
merit its acceptance as a disease sui generis. 


Jonas’s 


three- 


MALIGNANT CELLS IN SPUTUM 


CANCER cells are rarely found in the sputum, but 
that is partly because they are not looked for or 
recognised when seen, As Hoesslin pointed out 
long ago in his monograph on the sputum, when 
present they are almost invariably in clumps of 
some size. L. 8. Dudgeon and C. H. Wrigley have 
elaborated! a staining technique for detecting 
neoplastic cells in sputum, which is a further develop- 
ment of a method for the quick diagnosis of malignant 
tumours published by Dudgeon and C. V. Patrick 
some years ago.” 

Wet films from sputum are fixed in Schaudinn’s fluid, 
prepared by adding one volume of absolute alcohol to two 
volumes of a saturated aqueous solution of mercuric 
chloride. Immediately before use glacial acetic acid is 
added to the strength of 3 per cent. Fixation is achieved 
by immersing the slide in the fluid for 20 minutes; but 
if a rapid diagnosis is needed an immersion of two minutes 
is enough. The slide is then transferred to methylated 
spirit to which a few drops of tincture of iodine have been 
added and is then washed in distilled water. Films are 
stained for about two minutes or less in Mayer’s hemalum 
(hematoxylin 1 g. dissolved by heat in 1000 c.cm. distilled 
water; to this are added sodium iodate, 50g. 
ammonia alum, and finally 20c.cm. glacial acetic acid). 
The slide is then transferred to tap water and counter- 
stained with a weak solution of eosin. 


0-2 g. 


Sputum from 58 cases of suspected malignant 
growth of the lung or respiratory tract was examined 
by this method. In 26 (68 per cent.) of 38 proved 
cases of carcinoma of the lung or larynx it was 
possible to establish the diagnosis from the examina- 
tion of the sputum, and in the majority of instances 
the histological type of growth present could be 
distinguished. Particles of new growth in sputum, 
when fixed and stained by the authors’ method, 
presented two different types : (1) The common form 
associated with oat-cell carcinoma. These fragments, 
which stain deep blue, consist of a cluster of cells 
containing typical oat-shaped cells. (2) Fragments 
of squamous or columnar cell growth. The individual 
cells in this group are differentiated from those of the 
oat-cell variety by their greater size, larger nuclei, and 
a considerable amount of protoplasm which stains 
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pink with eosin. The fragments stand out pro- 
minently in the films and can be seen with 2/3 
objective. The blood-streaked portions of the film 
are those in which the carcinoma fragments are most 
likely to be found. The authors add a short descrip- 
tion of the various types of inflammatory cells found 
in sputum which may be confused with carcinoma 
cells. 


AN EXCURSION INTO VITAL STATISTICS 


In last week’s issue of the New Statesman and 
Nation attention is drawn to the fallacy of using 
crude death-rates as a measure of success or failure 
in the hygiene of a community. Since the force of 
mortality varies considerably with sex and enormously 
with age, the crude death-rate—i.e., the total death- 
rate at all ages—must largely depend on the age- 
and sex-constitution of the population under considera- 
tion, and the comparison of such rates between one 
area and another may be very fallacious. It is there- 
fore idle, as the New Statesman points out, for people 
to say that there can be no serious malnutrition 
in the depressed areas because the crude death- 
rate is not appreciably higher in South Wales and 
Durham than in the rest of the country. This kind 
of argument may have been advanced by irresponsible 
persons ; certainly no government department or 
private person with any knowledge of vital statistics 
would dream of putting it forward. For a comparison 
of any validity at all the first essential is a standardised 
death-rate, or (better still) death-rates by ages for 
each sex ; the second essential is a yardstick against 
which to assess their normality or abnormality. 
The comparison adopted by the New Statesman 
is that between the observed deaths in the depressed 
areas in 1934 in each sex and in four broad age- 
groups, and the deaths that would have occurred 
in these areas if the inhabitants had suffered the 
same death-rates in each group as prevailed in 
England and Wales as a whole in 1934. By this 
procedure it is found that whereas the expected 
deaths were 105,181 the actual deaths were 126,508, 
an excess of 20 per cent.; ‘21,000 died,” it is 
concluded, ‘‘ before their time because they were 
poor.” When attention is transferred from the total 
deaths to the deaths in particular age-groups and for 
males and females the excess is found to be greatest 
in childhood and greater among females than among 
males. From such figures two main conclusions are 
drawn: first, that the difference in the death-rates 
between the depressed areas and the rest of the country 
is greatest in the case of children; and secondly, 
that among the adult population women “are being 
sacrificed more generously than men.” If these 
conclusions, derived from a few hours’ simple work, 
are justified, they are obviously of the very highest 
importance and must show gross neglect of vital 
statistics on the part of those in authority. Our own 
view, however, is that the comparison which has been 
adopted is as misleading as the use of the crude death- 
rates that the New Statesman justly stigmatises. To 
reach the ‘‘ expected” deaths in the depressed areas 
the rates of the whole country, it will be noted, are 
being applied to a particular section of it, a large part 
of which lies in the north of England. It is well 
known that mortality in this country increases 
steadily as we pass from south to north—whether the 
reason be malnutrition, climate and lack of sunshine 
in smoky areas, overcrowding, or something else, 
This feature has been observed year in, year out, 
long before the economic depression. Thus, if we 
apply the death-rates of the whole country to any 
industrial area of the northern counties, whether 
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depressed or flourishing, there is very little hope of 
its making a favourable showing under the test. 
Even in their heyday the county boroughs of the 
north would have come out unfavourably. Similarly 
it should be noted that the death-rates of the whole 
country include within them the lower rates prevalent 
in rural areas; the number of county boroughs in 
any part of the country, depressed or flourishing, 
that have standardised death-rates below the rate 
for England and Wales as a whole is relatively small. 
In such a comparison, therefore, we are not comparing 
like with like. It may be that the county boroughs 
as a whole have higher death-rates than the rest of 
England and Wales because of their poverty and all 
that it denotes. But this, unfortunately, is not a 
prerogative of the depressed areas. Before we can 
show mathematically that the experience of these 
areas has been affected, in addition, by their present 
economic state, as the article in the New Statesman 
suggests, we must demonstrate a rise in mortality, 
or a slackened rate of decline, in these particular 
parts which is not apparent in other areas, as far as 
possible similar in all other respects, but not suffering 
severely from the depression. To secure such a 
satisfactory comparison is exceedingly difficult, and 
the detection of cause and effect is still harder. 
The question of the health of the depressed areas 
cannot in fact be answered by superficial statistical 
methods. 


THE ORIGIN OF THE MILK SUGAR 


SoME striking observations on the production of 
the milk sugar, lactose, by the active mammary 
gland are recorded by Grant.1 The physiological 
evidence which had previously accumulated, in 
particular that provided by Paton and Cathcart and 
by Nitzescu, strongly suggested that the lactating 
breast is capable of extracting glucose from the 
blood and of converting it into lactose. The new 
evidence comes from a study of the synthesis of 
lactose by active gland in vitro. Slices, 0-5 mm. 
thick, of the mammary glands of freely lactating 
guinea-pigs were kept aerated in physiological salt 
solutions for six hours at body temperature. It was 
found that when glucose was present lactose synthesis 
occurred, the gland tissue producing this sugar in 
amounts equal to 2-4 per cent. of its own weight. 
(Probably the actual synthesis was considerably 
greater than this, since in control experiments lactose 
was found to disappear from the gland.) Although 
lactose consists of glucose condensed with galactose, 
the addition of galactose alone to the gland tissue did 
not result in lactose synthesis. Hence, whilst the 
galactose part of the lactose can be formed from 
glucose, the glucose part cannot be formed from 
galactose. Further, it appears that galactose can 
be formed from glucose only when it is to become 
a part of the lactose molecule; ‘no evidence has 
emerged,” Grant says, “ of the synthesis of galactose 
in the free state, but only of this sugar combined 
through its first C atom to the fourth atom of a 
molecule of glucose forming lactose.” 

Nitzescu? found that in the fasting animal the 
lactose content of the milk was lowered, but the 
normal level was restored by the injection of glucose, 
galactose, fructose, and maltose. His experiments 
could not show whether the last three sugars were 
converted into lactose directly, or only after pre- 
liminary transformation into glucose. In the new 
experiments Grant has found no definite lactose 


Grant, G. A.: Biochem. Jour., 1935, xxix., 1905. 
* Nitzescu, I. I, : Compt. rend. Soc. de biol., 1925, xciii., 1319. 
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synthesis from galactose, fructose, and mannose, but 
the question is still not answered. For the mechanism 
by which these sugars are converted into lactose in 
the gland, if it exist, might be damaged under the 
artificial conditions in vitro, whilst the synthesis 
from glucose might rest on a more stable mechanism. 
Such considerations as these must always be borne 
in mind to avoid the dangers of attempting to apply 
to the living animal what is found to happen in the 
flask. These dangers are increasing now that many 
stimulating results are being obtained with the 
tissue-slice technique ; such, for example, as those 
obtained by Krebs * on urea and ammonia formation. 
The present work, however, is at the worst an 
interesting in-vitro demonstration of a sugar inter- 
conversion ; whilst, on the other hand, it may be of 
considerable physiological significance. 
HEREDITARY OPTIC ATROPHY 

Tue clinical picture which passes under the name 
of hereditary optic atrophy has been well recognised 
since Theodor Leber’s classic description appeared 
in 1877. It cannot however be said even now that 
the mode of inheritance is clearly established ; so 
much so is this the case that some authorities speak 
of “modes” of inheritance rather than ‘* mode.” 
How serious are the gaps in our knowledge has been 
shown by the critical surveys beginning with that 
of Nettleship in 1909 and continued by numerous 
authors. To reduce the mass of pedigrees that have 
been published into some sort of system, different 
writers have found themselves compelled either to 
assume varying modes of inheritance—even to the 
extent of a change in the mode within the same 
family—or to assume that in addition to typical 
Leber’s disease there are a number of conditions 
which simulate it. The last explanation has been 
made plausible by the work of Behr, Drexel, and 
others. Drexel has shown that central nervous 
system lesions are present in some of the families 
described as suffering from Leber’s atrophy, whilst 
Behr has drawn attention to what he calls ‘* compli- 
cated’ hereditary optic atrophy of childhood, a 
condition in which the complications are by no 
means clear-cut and may have been due to cranial 
deformities in the particular family reported. It 
is of course possible that cases of Leber’s disease, 
attracting as they do the attention of ophthalmo- 
logists rather than of neurologists, may not have 
been as fully investigated as might be desired, but 
the fact remains that carefully collected pedigrees 
do not always conform to the requirements of a sex- 
linked recessive character. Fleischer and Josenhans 
have escaped this dilemma by attempting to exclude 
from the picture of Leber’s atrophy cases which 
run an atypical course, such as those ending in either 
complete blindness or considerable recovery. But 
even such an arbitrary procedure does not clear up 
all the difficulties, for the sex distribution though 
satisfying theoretical requirements in broad outline 
shows difficulties in the numerical incidence. Thus 
it is difficult to explain both the high incidence 
of affected sons and the high incidence of carriers 
amongst unaffected daughters. An escape into the 
explanation of “irregular dominance” is not war- 
ranted. It is of course not necessary to assume that 
Leber’s atrophy is not a sex-linked recessive when it 
appears in women, for such women may be homo- 
zygous. None the less there is evidence from the 
work of Japanese observers that the condition or 


* Krebs, H. A., and Henseleit, K.: Zeits. f. physiol. Chem., 
1932, ccex., 33; Krebs: Ibid., 1933, eexvii., 191. 
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one simulating it may be dominant, being trans- 
mitted directly from generation to generation. 
Recently Dr. A. H. Thompson and Mr. G. T. W. 
Cashell' have examined a family with hereditary 
optic atrophy showing a number of divergences from 
typical Leber’s disease. The atrophy appears to 
have been present at birth; the sex-incidence was 
equal, if not actually excessive, for females ; inherit- 
ance was dominant through affected mothers; and 
instead of central scotoma there was shrinking of 
the peripheral field, with progressive diminution 
of vision and ultimate complete atrophy of the disc. 
The great interest of this family lies in the trans- 
mission through an affected female to the exclusion 
of transmission through males. Such sex-linkage 
raises important theoretical points. 


THE INVESTIGATION OF CANCER 


THE £32,000 which the British Empire Cancer 
Campaign has been able to distribute during the 
past year has been spent in two ways: first on 
purely experimental investigation of the causes of 
cancer, and secondly in attempts to improve known 
methods of treating it. The campaign does other 
important work in disseminating information, linking 
separate centres, and educating the public; but its 
twelfth annual report, presented this week, is natur- 
ally devoted mostly to the results of research. 

The experimental study of cancer tends to con- 
centrate at present on two main problems: the 
changes in the cell that lead to neoplasms, and the 
factors that bring about these changes. The work 
of Prof. E. L. Kennaway and Prof. J. W. Cook at 
the Cancer Hospital has shown that it is possible to 
produce cancer by the repeated application of pure 
chemical substances, closely related chemically to 
the sterols ; so that we are on the track of changes 
by which substances always present in the body 
can be rendered carcinogenic. An investigation is 
being undertaken, for example, at the Cancer 
Hospital on the way in which excessive sunlight 
will cause epithelioma of the skin—an_investi- 
gation which raises the question whether ergosterol 
(the source of vitamin D) may not be converted 
by light into a slightly different chemical com- 
pound which induces malignant change. In Man- 
chester Dr. C. C. Twort and his colleagues (whose 
latest work is reported on p. 1226 of our present 
issue) find difficulty in distinguishing the mechanisms 
that lead to dermatitis from those that lead to cancer ; 
in their view cancer “is a defensive process, and not 
@ purposeless, useless process as defined by early 
pathologists.”” Suggestive evidence is brought for- 
ward, moreover, from the Mount Vernon Hospital 
that “the growth rate of the tumour cells may 
alone determine innocence or malignancy.” At 
Leeds the possibilities of inhibiting the neoplastic 
process are being further explored, and Dr. I. Beren- 
blum reports that cantharidin as well as mustard 
gas will interfere with the carcinogenic action of 
tar. These two substances have totally different 
chemical constitutions, and it looks as though the 
inhibition was associated with a special type of cell 
change rather than with chemical structure of the 
inhibitor. 

One of the noteworthy advances of recent years 
has been Prof. McIntosh’s demonstration at the 
Middlesex Hospital that in fowls tar-induced tumours 
can be propagated through filtered extracts. This 
brings carcinogenesis in mammals into some sort 
of relation with the filtrable malignant tumours of 


* Proc. Roy. Soc. Med., 1934-35, xxviii., 1415. 
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birds, which behave as though produced by a virus. 
Some of Prof. McIntosh’s tumours have now passed 
through 30 passages and they are held to show the 
characteristic metabolism of true malignant growths : 
‘**in the case of the fowl it appears, therefore, that 
arcinogenic agents act only as stimulants of pro- 
liferation (hyperplasia) and that their action is 
ancillary to malignancy and not the cause.” Prof. E. 
Mellanby brings forward experiments showing that 
the filtrable agent of a Rous sarcoma attaches itself 
readily to the normal cells of the body. Meanwhile 
information about the nature of these filtrable agents 
is being derived from another source. The method of 
high-speed centrifugation which has lately led to 
striking advances in our knowledge of the viruses of 
infectious diseases has been applied by Prof. McIntosh 
to filtrates from sarcomas, and by spinning these at 
a rate of 40-60 thousand revolutions a minute a 
concentrated residue has been obtained, showing 
that the infective agent is particulate and therefore 
probably a virus. 

On the clinical side of pathology it is interesting 
to find a not unfavourable report from Birmingham 
on the vanadiec acid reaction introduced by Bendien. 
The investigators believe that “ although the reaction 
is not absolutely specific for carcinoma, it affords a 
very helpful means of estimating the patients’ 
response to therapeutic measure, and is of definite 
prognostic value.’”” The report also contains an 
account of important work on the spread of malig- 
nant tumours of the bowel, which is being done at 
St. Mark’s Hospital. Dr. Thomas Lumsden at the 
London Hospital continues his endeavour to prepare 
effective anti-cancer sera and similar attempts are 
being made at the Middlesex. At Sheffield Prof. 
Mellanby holds out hope of its being possible to 
make use of the toxic action of cobra venom on 
cancerous tissue and simultaneously antagonise its 
harmful effects on tissues by means of anti-venom 
serum. Renewed efforts to increase the influence of 
X rays by injecting substances which will make a 
tumour more sensitive to them are being made at 
the Middlesex Hospital, with promising results, and 
in many parts of the radiological front there are 
other small advances to report. At St. Bartholomew's 
Hospital it is proposed to install an X ray apparatus 
with a voltage of a million ; “the amount of radiant 
energy produced by such a machine will exceed,” it 
is said, “that of any form of radium ‘bomb’ at 
present in use or designed.”’ Also from St. Bartho- 
lomew’s Dr. W. M. Levitt presents striking results 
in the treatment of carcinoma of the csophagus 
with large doses of X rays—a method whose useful- 
ness is unfortunately limited by the danger of damage 
to lungs. At Neweastle and elsewhere preliminary 
work is being done on the action of short wireless 

yaves on the living cell. These are only a few of the 
directions in which inquiries are being pursued, and 
no one can read the report without astonishment 
at the diversity of knowledge—much of it from 
unexpected sources—that is now being applied to 
research on malignant disease. 


BACTERIAL ALLERGY 


CLINICIANS and pathologists have for some time 
wanted an answer to the question whether a skin 
response to the intracutaneous injection of a bacterial 
vaccine indicates an allergic state induced in the 
patient by similar bacterial antigens. It is obviously 
unsatisfactory to label an organism isolated from the 
sputum of an asthmatic patient as the cause of the 
allergic state solely on the grounds that it gives, 
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when injected as a vaccine into the patient’s skin 
a larger reaction than any of the other organisms 
obtained from the same sputum. Much work is 
necessary to determine, first, to what extent positiv« 
reactions to bacterial vaccines occur in persons dis 
playing no allergic phenomena, and, secondly, it 
such reactions are found to be positively correlated 
with allergic phenomena, to discover what part ot 
the complex mixture of antigens in the bacterium 
is responsible for the reaction. The specific sub- 
stances, mostly polysaccharide in nature, of many 
bacteria are known to produce anaphylactic shock 
in specifically sensitised experimental animals 
The work of Tillett and Francis! and of Finland 
and Sutliff* has shown that an immune response 
to the pneumococcus in the course of acute lobar 
pneumonia results in the sensitisation of the skin 
to the injection of the specific polysaccharide of the 
infecting organism. Dr. Harley * now brings forward 
further evidence on this subject and describes a 
small series of experiments indicating that the 
allergic response to injection of pneumococcal vac- 
cines is twofold. The first part of the response is 
specific and related to the high virulence of the 
pneumococci used to make the vaccine and to the 
type-specific immunity and anaphylactic sensitisa- 
tion to specific polysaccharide ; the second is pro- 
duced by the injection of vaccines from both virulent 
and avirulent pneumococci, and is not type-specific, 
since skin reactions can be obtained in animals so 
immunised by injection of any type of pneumococcus 
or of the Streptococcus viridans. The work is welcome 
as an indication that bacterial allergy is being examined 
in the light of the very extensive work on the anti 
genic analysis of bacteria that has been taking place 
during the last fifteen years. 





QUADRUPLETS IN HOLLAND 
A CASE of quadruplet pregnancy is reported by L. J. 
Frijda (Nederl. tijdschr. v. geneesk., 1935, Ixxix., 4896). 
The mother, aged 31, had already had three children, 


the youngest in September, 1934. One menstrual period 
followed the birth of this child, in October, 1934, after 
which there had been amenorrhcea. In January, 1935, 
she noticed swelling of the legs, and in February began 
to suffer from vomiting, headache, and backache, for 
which she consulted Dr. Frijda. She had at that time a 
blood pressure of 155/85, cedema of the legs, and slight 
albuminuria. The uterus was not unduly large. On a 
salt-free diet the edema and albuminuria disappeared, 
and the pregnancy was therefore allowed to goon. Until 
labour set in, multiple pregnancy had not been suspected. 
Pains began on July 9th, 1935, at 6.30 a.m. The first 
child was born alive at 10.15 a.m. but the uterus did not 
become appreciably smaller, and it was realised that the 
case was one of multiple pregnancy. Five minutes later 
a dead and macerated faetus was born, followed in another 
five minutes by a living child. Foetal parts could still 
be felt, and internal examination revealed an unruptured 
amniotic sac containing the fourth fetus lying trans- 
versely. The membranes were ruptured and the child 
manually delivered; it was macerated. The placenta, 
expelled spontaneously 15 minutes later, was single 
with the four umbilical cords inserted symmetrically 
near its edge. It weighed 2 lb. 9 oz. and measured 27 in 
across. The chorion was single. The amnion was double 
one of the sacs having enclosed three of the children. Thx 
children were females. The first living child weighe 
3 lb. 8 oz., the second 3 lb. 13 oz. Both did well, and tly 
puerperium was uneventful. 

Frijda points out that 
pregnancy is extremely rare. 
only two cases. 


uniovular quadruplet 
He can find records of 


1 Tillett, W.S.,and Francis, T., Jun.: Jr. Exp. Med., 1929,1., 687 
? Finland, M., and Sutliff, W. D.: Ibid., 1931, liv., 637. 
* Harley, D.: Jour. Path. and Bact., November, 1935, p. 491. 
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PROGNOSIS 


A Series of Signed Articles contributed by invitation 


LXXIX.—PROGNOSIS IN INTERNAL 
DERANGEMENT OF THE KNEE-JOINT 


THE term internal derangement of the knee-joint 
is often used as if it was synonymous with injury 
of the semilunar cartilage. It actually, however, 
includes a much wider group of cases, and it is because 
it is used with this general significance that there is 
considerable misconception of the prognosis in 
straightforward cases of injury of the semilunar 
cartilages. It is convenient to keep together a group 
of cases in which there is a derangement of normal 
functions of the knee-joint either (1) as a single 
isolated incident, or (2) as an incident which recurs 
at more or less frequent intervals. The defect may 
be: (1) interference with full normal mobility, 
shortly described as locking; (2) loss of stability 
from muscular insufficiency ; (3) loss of stability 
from hypermobility. 

In (1) the defect may be temporary, terminating 
as soon as the mechanical obstruction is removed. 
In the case of locking by a displaced cartilage or 
loose body, the obstruction may disappear by a 
natural movement or as the result of manipulation. 
In (2) muscular insufficiency may be expected to 
correct itself or can be overcome by appropriate 
treatment as soon as its cause has been removed. 
In (3) hypermobility is due to rupture or laxity of 
the crucial or other ligaments. It will continue to 
disable the joint unless it can be overcome by 
mechanical or surgical means. 

RECURRENT DERANGEMENT 

It must be recognised that recurrent symptoms 
may be due to any of the three causes already men- 
tioned: recurrent locking may result from the 
presence of a torn or hypermobile cartilage or of a 
loose body; recurrent collapse of the knee may 
occur because of weakness of the quadriceps muscle ; 
and recurrent subluxation takes place when the 
crucial ligaments are lax. But recurrent derange- 
ment of the knee may also result from other condi- 
tions such as lateral subluxation of the patella and 
effusion in cases of osteochrondritis dissecans or 
of synovial cysts. And it must also be remembered 
that a mild inflammatory lesion of the knee may be 
lit up by slight trauma, which produces effusion, 
pain and loss of movement, and may perhaps lead 
to the diagnosis of internal derangement. 

The difficulty of definition and sometimes of 
accurate diagnosis renders it necessary, when con- 
sidering prognosis, to confine the discussion as far 
as possible to definite pathological lesions. It would 
be impossible in a short space to deal adequately 
with all the conditions which might be included 
under internal derangement of the knee-joint. 
Further consideration here will therefore be confined 
to (1) injuries definitely diagnosed as due to damage 
of the internal and external semilunar cartilages, 
with displacement at the first accident, and (2) recur- 
rent derangement (collapse, locking, or effusion) due 
to injury of a semilunar cartilage, the presence of a 
loose body, or displacement of an uninjured external 
semilunar cartilage (snapping knee in its major and 
minor varieties). 


LOCKING OF THE KNEE AT THE INITIAL INJURY 


When a knee becomes locked as the result of a 
twisting strain, it is the custom with most surgeons 


at the present day to treat the condition by 
manipulation and to refrain from operation unless 
manipulation fails or unless there is later a recurrence 
of symptoms. But before manipulation is carried 
out it must be presumed that every care has been 
taken to exclude conditions other than an injury 
of the semilunar cartilages. An X ray excludes 
fracture of the tibial spine, bony loose body, and 
fissured fracture of the patella. Lateral dislocation 
of the patella and injury of the internal lateral 
ligament must also be remembered. In the last 
named (a common accident), manipulation is posi- 
tively harmful and delays recovery. 

Presuming that the diagnosis of injury and dis- 
placement of one of the cartilages has been con- 
firmed, manipulation under an anesthetic may have 
one of the following results :-— 

(a) The joint may be immediately and completely 
comfortable, movement is full, and although there 
is probably some effusion, this disappears rapidly, 
and the muscular power returns quickly with use. 
This result indicates that the torn cartilage has either 
returned into its normal position or at least that 
it has passed into a position in which it is no longer 
obstructing movement. 

(b) There may be considerable improvement but 
extension of the knee may still not be quite complete. 
With subsequent treatment by massage, faradic 
stimulation of the quadriceps and exercises, the 
improvement continues until at the end of two or 
three weeks the function is nearly normal. This 
probably indicates that the cartilage is split round 
the margin (bucket handle split); it has not returned 
to its normal position but is displaced centrally into 
the intercondylar notch. This occurs frequently in 
the case of the internal cartilage. It may occur, 
but not comm nly, in the external. 

(c) There may be little or no improvement as the 
result of the manipulation, and only very slow 
improvement as the result of after-treatment. This 
probably indicates that the position of the cartilage 
has not been affected by the manipulation, and that 
it is blocking the movement as badly as ever. It 
indicates the advisability of operative interference 
provided that there is a reasonable certainty that 
the diagnosis is correct. The possibility that the 
case is one of injury of the internal lateral ligament 
should always be reconsidered. In such a case the 
knee may be expected to extend easily and without 
force whilst the patient is under the anesthetic, 
flexion recurring however immediately afterwards. 

In a considerable proportion of cases the mani- 
pulation may be expected to restore the function 
of the knee at least for the time being. The prog- 
nosis as to the future in such cases is important but 
difficult. Some surgeons advise a considerable 
period of rest or even of immobilisation after the 
initial injury. They app:rently hope that the torn 
cartilage will heal or that possibly the torn portion 
will become adherent in a place in which it is doing 
no harm. Experimental and operative experience 
is all against this treatment. It would seem that 
repair does not occur in the semilunar cartilages 
themselves, and at operation a torn portion of carti- 
lage is never found to be adherent in its displaced 
position. Clinical evidence is also against prolonged 
rest and immobilisation. Recurrence of symptoms 
at a later date is just as likely to occur after such 
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treatment as after early use. Moreover, all are 
agreed that restoration of muscular power is impor- 
tant, and this can only be attained by use. 

When a knee has recovered, either naturally or 
as the result of manipulation, from the first injury, 
it is quite impossible to predict its future behaviour, 
In some cases no recurrence occurs even when fairly 
strenuous exercise (golf, tennis, rackets, swimming) 
is taken. In some cases recurrence of locking or 
of other symptoms results from quite simple move- 
ments. There appears to be no way of forecasting 
the future. A very guarded prognosis should there- 
fore be given and the patient should be warned that 
the knee may give way with or without locking, or 
may swell as the result either of a twisting strain 
or simply as the result of increased exercise. It 
may be said, however, that after a definite cartilage 
injury the knee cannot be expected to stand up to 
forms of exercise which involve a considerable risk— 
e.g., football, hockey, ski-ing. Those who wish to 
continue these pursuits should always be advised 
to submit to operation when there has been a definite 
cartilage injury. The same applies to cases in which 
an unstable knee involves a special risk—e.g., moun- 
taineers. It is doubtful whether after injury of the 
external cartilage recovery with a reliable knee ever 
takes place without operation. As a rule when this 
cartilage has been injured any strenuous exercise 
produces pain and swelling even if recurrent locking 
does not occur. This is explained by the lesions 
that are usually found at operation upon this carti- 
lage. When the external semilunar cartilage is found 
to be injured there is usually either a bucket handle 
tear around the margin, the greater part of the 
cartilage being separated, turned over and displaced 
to the inner side of the external condyle, or else 
there is a crush or tear of the cartilage opposite the 
external lateral ligament, a considerable part of 
the cartilage being crushed between the condyle 
and the head of the tibia and its substance frayed 
out. 

PROGNOSIS AFTER OPERATION 

In the average case in which the diagnosis of a 
torn semilunar cartilage, or a loose body or of a 
hypermobile external cartilage, has been proved 
correct at operation and the cartilage or loose body 
has been removed, the prognosis is excellent. A 
very large proportion of patients have a knee which 
is not only normal for all ordinary purposes but 
which is strong enough to permit them to indulge 
in the most active forms of sport with safety. They 
are able to play football (both games), hockey, and 
tennis, and to ski and swim. 


FAILURES 

That there are failures to secure a really satis- 
factory result must be acknowledged, as in the case 
ofevery otheroperation. But these are not numerous, 
and they diminish in number as surgeons become 
more skilful in diagnosis and treatment. 

Infection of the joint is the one cause of real catas- 
trophe. At the present day it is so rare that it need 
hardly be considered. It should however be borne 
in mind that if a septic focus exists in the body a 
blood-borne infection may extend to the knee as to 
any traumatised area. Patients sometimes desire 
to have minor operations, such as the extraction 
of a tooth and removal of tonsils, carried out at 
the same time as an operation upon the knee. Such 
procedures, involving risk of infection, should be 
absolutely prohibited. They have been the cause of 
some of the catastrophes. 
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Injuries of the ligaments at the time of operation 
may leave hypermobility afterwards. Needless to 
Say, incisions must be planned in such a way as to 
damage the knee as little as possible. The internal 
and external lateral ligaments, crucial ligaments, 
and attachment of all parts of the quadriceps muscle 
must be respected. 

Imperfect after-treatment may have failed to restore 
complete movement and strength. The test should 
be that the patient is able to do a tip-toe, knee-bend 
exercise right down on to the heels and up again 
with equal weight on both feet, and also to knee! 
and sit right back on his heels. Such a result is 
attained in the average case in six to eight weeks. 
Post-operative hemathrosis occurs occasionally in 
the practice of practically all surgeons. It is a 
troublesome and painful complication which does 
not affect the ultimate prognosis, although it con- 
siderably delays recovery of normal function. 

Failure at operation to find sufficient damage to 
acount for the symptoms or failure to find and remove 
the whole of the trouble has in the past been a 
frequent cause of unsatisfactory results. Naturally 
if the injury has not been found and removed, recur- 
rence of symptoms is probable; the more definite 
the injury discovered the better the prognosis. 

The presence of an additional factor—e.g., laxity 
of the crucial ligaments—sometimes occurs in con- 
junction with an injury of a semilunar cartilage. 
The patient remains liable to the symptoms due to 
the additional factor, such as weakness and the 
liability of the knee to subluxate. 

Wrong diagnosis.—Perhaps the most frequent 
mistake is the failure to diagnose recurrent sub- 
luxation of the patella, and early arthritis. 

Late recurrence of symptoms of locking due either 
to injury of the other cartilage which has been left 
behind or to the formation of a loose body. There 
appears to be a definite, although slight liability 
to the formation of loose bodies after cartilage 
injuries, probably from fragments of cartilage lying 
loose in the articular cavity. 

Age.—Although naturally young patients make 
the most rapid recovery after operation, age is not 
necessarily a contra-indication of operation for 
internal derangement of the knee-joint. This injury 
ocours sometimes in patients over 60 years of age, 
and loose bodies are not uncommon in people of 
this age. Operation may be undertaken with safety 
and perfect results obtained. The removal of both 
internal and external cartilages from the same knee 
is sometimes necessary. After such removal the 
knee functions in a perfectly satisfactory manner. 

Arthritis.—There is naturally some fear lest 
removal of a semilunar cartilage may cause later on 
an arthritis of the knee. Certainly a knee-joint in 
which there has been an internal derangement is 
rather more likely to be the seat of subsequent 
arthritis than a normal knee. But it is very doubtful 
whether the operation is in any sense the cause of 
the arthritis. In fact it would seem that arthritis 
occurs much more frequently in cases in which an 
injured cartilage or loose body has been allowed to 
remain in situ for several years and to cause per- 
sistent symptoms. A very large proportion of cases 
remain free from arthritic changes after operation, 
and the removal of an irritating foreign body would 
appear to be a preventive rather than a cause of 
arthritic changes. 

R. C. Ermsiie, F.R.C.S., 
Orthopedic Surgeon, St. Bartholomew’s Hospital. 
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GAS-AND-AIR APPARATUS FOR 
MIDWIVES 


By Jonun Etam, B.A. Camb., M.R.C.S. Eng. 
VISITING ANZXSTHETIST TO THE WELLHOUSE HOSPITAL, BARNET 


Two years ago Dr. R. J. Minnitt, of Liverpool 
showed ! how, by the use of an automatic apparatus 
which delivered to the patient a mixture of nitrous 
oxide and air, the pains of labour could be satis- 
factorily relieved without danger to mother or child 
and without hindrance to the work of the accoucheur. 
Since its introduction, Dr. Minnitt’s method has been 
thoroughly tested, and there appears to be only one 
obstacle in the way of all parturient women enjoying 
the relief which gas-and-air analgesia can give— 
namely, the fact that a large proportion of confine- 
ments are attended by midwives without the presence 
of a doctor. Midwives are not at present allowed to 
administer analgesia to their own patients, and before 
this ban is lifted the gas-and-air apparatus must be 
made available for the midwife and reasonably easy 
for her to carry about. 

The gas-and-air machine devised by Dr. Minnitt 
is suitable for use in hospital, but even the so-called 
portable model with its two heavy gas cylinders 
would be a formidable burden for district midwives, 
who are not equipped with motor-cars. If gas-and- 
air is to come into general use, some way must be 
found of separating the mechanical part of the 
apparatus from the cylinders. At the Wellhouse 
Hospital, Barnet, 
we have had made 
for us a cheap metal 
stand holding two 
gas cylinders joined 
by a coupling to 
which the mecha- 
nical part of Dr. 
Minnitt’s apparatus 
can =«6be—s screwed 
when desired. This 
device solves the 
problem of porta- 
bility, the stand 
and cylinders being 
sent to the patient's 
house when the 
confinement is due, 
the midwife bring- 


FIG. 1.—Sketch of the portable Mg with her only 
Siebe Gorman gas-and-air appa- the actual machine, 
ratus (‘‘ Nitrox ’’) in its case, with thick lv igt 
two 100-gallon gas cylinders. The Wlch Only weighs 
whole weighs about 30 Ib. 5-6 Ib., to be 

attached to the 

stand when she is ready to administer the gas-and-air. 

Two new gas-and-air machines have recently been 
tested at the Wellhouse Hospital. 
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First there is Messrs. Siebe Gorman’s apparatus of 
which there are two models, one with a fixed gas per- 
centage, the other with a variable one. In this apparatus 
(Figs. 1 and 2) the gas flows through a pressure-reducing 
valve R and thence into a chamber A closed by a rubber 
diaphragm and valve. From this chamber gas is led to 
the patient by means of tubing and face-piece. A pressure 
gauge G shows at what pressure the gas is flowing. 

When the patient inhales the valve is lifted, pressure is 
reduced in A,and the rubber diaphragm is drawn forward 
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pressing on a lever which allows gas to flow. As the gas 
flows, air is drawn in and the patient receives a constant 
percentage of gas-and-air (60 per cent. gas). When the 
patient ceases to inhale, the diaphragm in A expands and 
allows the lever to shut off the flow of gas. 

In the variable 
percentage model 
there is a dial D 
behind the pres- 
sure gauge on 
which are num- 
bers representing 
the percentage of 
gas in air. By 
turning the dial 
one of these num- 
bers comes oppo- 
site an indicator 
and this number 
gives accurately 
the percentage of 
gas in air which 
the patient is 
receiving. 

The machine is 
attached to a 
large wheeled 
stand holding 2 
by 200 gallon gas 
cylinders for hos- 
pital use, or it fits 
into a convenient 
case (Fig. 1) with 
2 by 100 gallon 
cylinders, to 
make a portable 
apparatus weigh- 
ing about 30 lb. 


II 





The second ap- 
paratus (Figs. 3 FIG. 2.—Mechanical part of the same 
and 4), made by sooenee, weighing 5-6 Ib., removed 

rom the case. 

the Dental Manu- 

facturing Com- 

pany, is extremely simple in design. Here the 
machine can be separated from the stand and cylinders 
simply by unscrewing one nut Z on the coupling 
between the cylinders. The gas from the cylinders 
flows into a reducing chamber A, where the pressure 
is reduced to $ lb. per sq. in. by means of a rubber 
diaphragm controlling a needle valve. At the top of 
chamber A is an adjusting screw R enclosed in a screwed-on 
cap and the pressure in the chamber can be varied by 
turning the screw R. The percentage of gas in air is 
proportional to the gas pressure in A. 

The needle of the gauge in front of the chamber A 
shows at what pressure the apparatus is working. The 
optimal pressure for the average case has been found to 
be 4 lb. per sq. in. and the gauge is lettered accordingly. 
The gas from chamber A then passes through a car- 
burettor E, designed specially for gas-and-air work by 
Mr. A. L. Bird, of Cambridge University Engineering 
Laboratories, and the gas flow is controlled by a float 
which rises sucking in a mixture of gas-and-air through 
appropriate inlets when the patient inspires. When the 
patient takes a deep breath the float rises and gas flows 
from chamber A into E; the pressure on the diaphragms 
contained in A is reduced, causing a needle valve in A to 
rise and allow gas to flow into A. On the patient ceasing 
to inspire, the whole flow of gas is cut off by the float in E 
falling into position, closing the gas and air ports, stopping 
the flow of gas by increasing the pressure of the diaphragm 
in A and thus closing the needle valve. On the tubing 
which leads to the face-piece is a safety valve which blows 
off at 3 lb. per sq. in. in the event of the pressure rising 
too high from any cause. 

The machine is screwed to the stand at the joint Z, 
and this stand holds two 15 in. straight-valved 100 gallon 
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gas cylinders held in position by rings and thumb screws. 
These cylinders are fitted with clip-on lables ‘‘ FULL ” 
and “‘IN USE,” to avoid confusion. 

At the Wellhouse Hospital we have tested care- 
fully all three of the machines described, and we 
find that each gives satisfactory results in use. The 
individual user 
must decide 
which apparatus 
to choose. To 
produce an ap- 
paratus which 
will give to the 
patient a mix- 
ture of gas-and- 
air requires some 
little skill and 
ingenuity ; but 
to give to the 
world a solution 
of a_ problem 
which has baffled 
mankind _ since 
the beginning of 
time is some- 
thing of which 
any man may 
well be proud. 
And this is Dr. 
Minnitt’s 
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FIG. 3.—Sketch of the, Dental Manu- achievement. 
facturing Co.’s portable gas-and-air ae . 
apparatus, with two 100-gallon gas I cannot con- 
cylinders in a cheap metal stand. clude this tech- 

nical note with- 


out dealing briefly with the two difficulties which have 
been held to lie in the way of the full development of 
the method—namely, the competence of the mid- 
wives to administer gas-and-air analgesia, and the 
cost of the gas itself. Here at the Wellhouse Hospital 
the midwives are in fact administering the analgesia, 











MATERNAL 


A DISCUSSION BY 


MORTALITY 


THE FELLOWSHIP OF MEDICINE 


ON Nov. 13th the Fellowship of Medicine promoted 
a debate on the motion 


That the Present Rate of Maternal Mortality is 
a Discredit to Modern Obstetrics 


The debate was held in the Barnes Hall of the Royal 
Society of Medicine and the chair was occupied by 
Dr. T. Watts EDEN. 
AFFIRMATIVE 

Dame JANET CAMPBELL (late Ministry of Health), 
opening in the affirmative, explained that she was 
speaking as a public health officer rather than as 
an obstetrician, which latter she did not claim to be. 
The association between the public health service and 
obstetrics was a comparatively recent one, and was the 
result of an attempt to solve the question of infant 
mortality. This had led the health service and the 
Ministry into clinical country, and the concern of 
both now was to improve the midwifery service 
generally. Dame Janet complained that the public 
health service had not received from the obstetric 
specialty the support it had the right to expect; 
the initiative ought to have come from the latter, 
as the reduction of maternal mortality was primarily 
a clinical problem. Childbirth was physiological, 
it only occasionally became pathological; if 
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except when new machines are being tested, and 
there is no doubt from our experience that properly 
trained midwives can now use gas-and-air for their 
own patients. In district practice the trouble is to 
understand just when to start the gas-and-air; this 
is soon Overcome in practice. Prof. Miles H. Phillips 


has suggested in your columns (Nov. 16th, p. 1107) 
that the use of pain-relieving drugs must often pro 


FIG. 4.—Mechanical part of the same apparatus, 
unscrewed from the rest, and viewed from behind. 


long the natural course of labour, but in our work 
here we have seen no evidence of such prolongation 
by gas-and-air analgesia. The cost of the gas is 
another consideration. Widely variant estimates 
have been given, but here the cost is working out at 
about 2s. per case, possibly a little less, and there 
are, I think, few women who will not be glad to pay 
(say) 2s. 6d, for the relief they obtain. 


The lettered diagrams have been kindly prepared for 
me by Mr. H. G. Warren. 


obstetricians had been less fully occupied with the 
abnormal, more attention would have been devoted 
to the great bulk of midwifery work—namely, the 
normal. The importance would then have been 
realised of securing skilled treatment whenever needed. 
Obstetricians acquiesced far too long in their specialty 
being regarded as a cinderella subject, an attitude 
which must have had its effect on the outlook of 
students and practitioners. If senior members of 
the profession did not take much interest in it, if 
extern midwifery was done in a haphazard way, and 
if little attention was paid to prenatal and post- 
natal work, one could scarcely expect that childbirth 
would be given the high place it deserved. Unfor- 
tunate too was the tardy recognition of the value of 
the competent midwife; only now was it realised 
how much better it would be to give her a share in the 
responsibility for her cases. The present position 
of postnatal care left much room for criticism. In 
the matter of analgesia during delivery, the specialty 
had been slow to move, and only under the pressure 
of lay opinion. There should be relief of pain 
for the poor as well as for the well-to-do woman. 
Lastly, the profession should have directed attention 
to the wide prevalence of puerperal sepsis ; doctors 
should regard such cases more seriously than they 
now did. 

Prof. Munro Kerr (Glasgow), though supporting 
the opener, was not able to subscribe to the term 
‘discredit’; he submitted that even before public 
health took obstetrics under its care, those responsible 
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for this work already did a great deal of teaching. 
He claimed that deaths during pregnancy and child- 
birth were mainly due to faults in antenatal and inter- 
natal care; the women themselves were often to 
blame. Specialists, he thought, were doing too 
many Cesarean sections and inductions of labour ; 
some, on finding some slight abnormality, carried 
out one of those measures. He agreed with Dame 
Janet that if the profession had taken up midwives 
earlier, this country would now have been producing 
returns equal to those of Holland. The toll of 
childbearing women in this country was about 1 in 
every 200, but it varied a good deal with the district. 
It was a platitude that childbirth was a physiological 
process; he preferred to regard every pregnant 
woman as suspect, as she always held pathological 
possibilities. In a general way it could be said that 
these deaths occurred largely because of neglect 
to take the adequate measures available to prevent 
them. The problem in densely populated urban 
areas was very different from that in rural districts, 
and it was a great satisfaction to him to see 
Mr. Baldwin’s announcement that a midwives’ 
service was to be provided. Routine work should, 
he thought, be carried on by midwives, and local 
authorities should enrol a sufficient number of mid- 
wives as an integral part of their service, as was being 
done at Bradford. In densely peopled areas the 
family practitioner should, he thought, give up 
maternity work to the municipal midwives service, 
especially as practitioners now had a sufficiency 
ensured to them through a national insurance 
scheme. 
NEGATIVE 

Prof. GILBERT StTRacHAN (Cardiff) 
was a wonder the word “ disgrace ”’ 
the motion; he thought Dame Janet had confused 
obstetricians with general practitioners. The 
obstetricians of the country were a mute army who 
were doing their particular work in every home in the 
land, and he objected to the idea that education 
in these matters had only followed pressure brought 
to bear from health authorities. Only one country 
in respect of which statistics were available had a 
lower maternal mortality than Britain—namely, 
Holland ; yet the British figure was made a subject 
for condemnation. In the final report of the Depart- 
mental Committee it was pointed out that 50 per cent. 
of the deaths in childbirth were preventable, and that 
statement was re-echoed, generally with scare head- 
lines, in most of the lay journals of the country. 
In New York the figure was 60 per cent. But such 
figures were liable to be misunderstood by the public 
and to be quoted in wholesale condemnation of 
medical practice. Meddlesome midwifery was the 
most important single cause of puerperal sepsis. 
Sixty per cent. or more of the midwifery of the country 
was done by midwives; when delay occurred the 
doctor was called in and on all hands he was conjured 
to “do something.” Under a national maternity 
service abnormalities would be discovered and treated 
as early as possible. But maternity mortality was 
very complex, and what might be regarded as a 
certain remedy might fail in practice. Antenatal 
supervision had failed to reduce the mortality from 
puerperal sepsis. The whole question had been 
riddled with politics and every time blood-curdling 
statements were made about maternal mortality 
there was an increase of women who were in fear about 
themselves and came for reassurance. 

Prof. DaNnreL DouGaL (Manchester) contended 
that the wording of the motion implied that modern 


remarked it 
was not used in 
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obstetrics had been responsible for so many deaths 
that it deserved to forfeit the confidence of the 
public ; to approve of it would mean a vote of no 
confidence in those who were daily practising this 
arduous branch of medicine. Why should special 
attention be paid to mortality arising in obstetrics, 
when nothing of the kind was done in medicine and 
surgery? There were two reasons: (1) childbirth was 
a physiological process, and only incidentally did it 
become pathological ; (2) the compulsory notification 
of births made it possible to calculate maternal mor- 
tality -rates more readily than those in general medicine 
and surgery. But the figure was misleading, because 
abortion and ectopic pregnancy were not included, 
though these accounted for 17 per cent. of the total. 
Avoidable deaths occurred in every branch of medi- 
cine, and official statistics were notoriously misleading. 
If the maternity mortality-rate was increasing, it 
must be due either to stricter notification or to some 
factors not recognised in past years. It was true 
that the Dutch figures were better than the British, 
but the inhabitants of Holland were agricultural and 
of good physique, as well as of placid temperament. 
The mortality in Britain could be reduced if all 
the causal factors were codérdinated, but it was 
useless to talk of a first-class maternity service 
unless there was a readiness to pay for it. With 
regard to the place of obstetrics in the medical 
curriculum, obstetricians were apt to be out-voted 
in the faculty meetings. He submitted that the 
solution of this problem did not lie within the power 
of modern obstetrics alone; all the individuals and 
the authorities must play their part, and share in 
responsibility for failure. 


DISCUSSION 


The CHAIRMAN pointed out that the term ‘‘ modern 


obstetrics’ must be held to include all who were 
engaged in that service, and if anybody was to be 
blamed it must be all who were so engaged. 

Dr. BetTuHeLt Sotomons (Dublin) declared himself 
on the affirmative side. The medical student’s 
present education did not fit him to practise when he 
was qualified ; the regulations allowed him to do a 
certain number of confinements; they did not say 
he had to learn what normal labour was, and if he did 
not know that he could not be expected to be a judge 
as to an abnormal one. The student should be required 
to show that he had attended cases throughout, not 
merely towards the end. The best thing which 
had been done to reduce maternal mortality was to 
establish the College of Obstetricians. Membership 
of this body might well be made a ecriteion for 
appointments. Obstetrics, he was satisfied, 
beautiful science and art. 

Mr. JaAmMEs Cook (Glasgow) ranged himself against 
the resolution because it placed the profession in the 
dock. All that had been urged in support of that was 
the existence of a gulf between promise and per- 
formance. There were many other subjects which 
continued to baffle the profession. Many mothers 
would not take steps to ensure their safety. Among 
the causes of the present mortality-rate he enumerated 
the unborn child, the mother, the midwife, the general 
practitioner, institutions, the Ministry of Health, 
and the General Medical Council. He commended 
to the disputants a study of the Epistle of Paul to 
Philemon. 

Dr. HaRoLp E. WATKIN, speaking as a Lancashire 
practitioner, said he had brought into the world 
more than 3000 children, and had lost only three 
mothers. Disobedience was the cause of one of the 


was a 
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deaths, and interference from outside killed the other 
two. He sketched the kind of conditions in which 
his practice was carried on in the early days. He 
claimed that nowadays the younger practitioners 
were in too great a hurry to get women delivered ; 
they had not the necessary patience. In all his 
eases he insisted that no alcohol should be con- 
sumed, that there should be a daily evacuation of the 
bowels, and only a very small quantity of butcher's 
meat should be allowed. 

Mr. J. T. HEWeETSON (Birmingham) considered that 
the opener had begged the question ; she did not so 
much make a definite charge as say if such and such 
things had been done the condition of affairs might 
have been better. Like Prof. Strachan, he deplored 
the fact that this had been made a political issue. 

Dr. Mary Kipp (St. Leonards-on-Sea), who 
spoke for the motion, praised the work done by 
the Ministry of Health in the last 17 years. She 
would like to see anwsthetics much more largely 
used in obstetric practice ; the Departmental Com- 
mittee found that an appreciable cause of death in 
childbirth was obstetric shock; many medical men 
and women would agree that shock was largely due 
to the withholding of anesthetics. 

Sir Henry BracKENBURY (London) said that 
every one of the thirteen items of the opener’s 
indictment had been true at some time; he believed 
that nearly all of them were true when he was a 
student, but few of them were true now. He did 
not agree with Dame Janet that the problem under 
discussion was primarily clinical; it was primarily 
a sociological one. Many had been pointing out 
for a long time that the maternal mortality was a 
matter of widespread national importance, but only 
comparatively recently had the Ministry of Health 
taken notice of it. The reason for the high national 
mortality in certain regions of the country was 
probably to be found in the habits and circumstances 
of the people. 

Dr. CoLIN CAMERON spoke as a country practitioner 
whose nearest hospital was 19 miles distant, and who 
often had to conduct a case by the light of a candle. 
Midwifery was not all it might be; one cause of risk 
was that too many cooks were stirring the broth. 
The country nurse might stop on her way to a mid- 
wifery case to attend a septic one. He spoke with 
gratitude of the readiness of specialists to make long 
journeys to help in case of difficulty. 

Dr. J. RK. Bresy (Gloucester) disagreed with the 
motion. In Gloucester the maternal mortality was 
remarkably low; in ten years there were 5410 
deliveries with only 2 deaths. The women attending 
the cases were all trained and had become midwives 
afterwards. Doctors had been called in 1500 times. 
The most important part of the service to tackle was 
the mother herself ; many of them did not take their 
confinement with enough seriousness. 


REPLIES 

Prof. STRACHAN wished to remove any impression 
that Prof. Dougal and he were complacent about the 
present rate of mortality; but that was a different 
matter from being content with the criticisms levelled 
at their work. He had been surprised to hear 
Dr. Solomons say the student was not taught to 
understand normal labour; the student could not 
be taught more than fundamentals. Dr. Kidd 
was, he thought, misinformed about shock. 

Dame JANET repeated her contention that the 
problem was mainly clinical, not sociological; the 
educational drive which had given such brilliant 
results at Rochdale has raised the standard all round. 


BRITISH ORTHOPZZDIC ASSOCIATION 
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The CHAIRMAN recalled the statement made in 
debate that one main cause of the high maternity 
mortality-rate was unnecessary interference. Was 
that, he asked, a creditable state of affairs to modern 
obstetrics ? There was no reason to be enthusiastic 
about the present state of things, but he deprecated 
any tendency to blame one or other member of what 
was really a team. 

On the motion being put there were :— 

For the motion po OE 
Against < na ae 





BRITISH ORTHOPADIC ASSOCIATION 


Tuts association held its annual meeting in Man- 
chester on Oct. 25th and 26th under the presidency 
of Mr. Harry Piatt. The opening morning was 
devoted to a discussion on 


Fractures of the Os Calcis 
The subject was considered from three aspects :— 

1. Economic results, presented by Mr. BRYAN 
McFarRLanp and Mr. W. J. Eastwoop of Liverpool, 
followed by Mr. J. P. Hosrorp, Mr. R. J. FuRLONG, 
and Mr. T. T. Stamm of London. All the speakers 
agreed that the final result depended on whether 
the subastragaloid joint was disorganised or not. 
If it was not involved the functional result was 
usually excellent. Where the joint surfaces were 
disturbed permanent disability was likely for two 
reasons: (a) the development of a painful arthritis, 
and (b) the weakness of the calf muscles consequent 
on upward displacement of the posterior fragment 
of the os caleis. In the experience of the openers 
the type of treatment employed did not seem to 
have much influence on the ultimate function of the 
foot. In the few cases in which the powerful skeletal 
traction method advocated by Bohler of Vienna 
had been used to restore as far as possible the normal 
anatomy of the os calcis, it had not restored the 
patient to heavy labour any more successfully than 
simple manual moulding and fixation in plaster-of- 
Paris for several months. Nor had it shortened 
the time in which the patient could return to lighter 
occupations. The importance of factors other than 
methods of treatment was emphasised. These 
included the mental and physical. condition of the 
injured person. his occupation, and the disturbing 
influence of the problems of compensation on his 
outlook. 

2. Results of Attempted Reduction in a Series of 
Recent Fractures—By invitation’ of the associa- 
tion, Dr. E. E. Myers (Boston, U.S.A.) reviewed a 
consecutive series of 33 fractures involving the sub- 
astragaloid joint treated in the fracture services of 
the Ancoats Hospital and the Manchester Royal 
Infirmary. These were divided into two groups. 
(1) Eighteen fractures in which an attempt had been 
made, with varying success, to restore the normal 
anatomy of the os calcis by powerful skeletal traction 
and compression. More than half of this group of 
patients were able to return to their original arduous 
duties without subjective symptoms and with no 
appreciable impairment of the function of the foot. 
(2) Fifteen fractures treated only by manual mani- 
pulation and fixation in plaster-of-Paris. Of this 
group only a third of the patients were able to return 
to heavy work. Dr. Myers pointed out that the 
results were always better in the light, wiry type of 
person, and that in those patients who had achieved 
the best results the subastragaloid joint was clinically 
ankylosed. He concluded that a very definite advance 
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in the treatment of these fractures had been made 
by attempts to restore the normal anatomy of the 
foot, and suggested that in certain cases, after a 
reduction, early arthrodesis of the subastragaloid 
joint might be useful. 

3. Treatment of Old Fractures.—Mr. R. OLLEREN- 
sHAW (Manchester) said that if a two-year period 
was allowed to elapse before a final analysis of these 
fractures was made, the general results were not so 
disheartening. Reviewing a series of 45 patients in 
all of whom the fractures were more than three years 
old, he had found that 34 had returned to their 
original work. For those who continue to complain 
of pain, his routine was to manipulate the foot into 
inversion and apply a plaster-of-Paris cast for several 
weeks. A very small number of old fractures required 
a subastragaloid arthrodesis, but this procedure 
could not always be relied upon to produce complete 
relief of symptoms. 

Mr. A. H. Topp (London) recommended arthro- 
desis of the subastragaloid joint, and the mid-tarsal 
joint also if this was disorganised, after ordinary 
palliative methods had failed. 


Bone Absorption : Osteochondritis 
On the second morning the mechanism of bone ab- 
sorption was discussed from the histological aspect by 
Prof.S8.L. BAKER(Manchester) and from the radiological 
aspect by Dr. E. W. TwintnG (Manchester). Prof. 
Baker, as a representative of the Schmorl-Turnbull 
school of bone pathology, maintained that bone 
resorption was an active cellular process in which 
bone was removed piecemeal by osteoclasts. In 
rickets and osteomalacia there is no evidence of 
removal of calcium salts from the bones; the patho- 
logical process is essentially a failure to calcify new 
bone formed during the course of these diseases, in 
other words, a hypocalcification and not a decalci- 
fication. He criticised the ‘“ osteolysis’ theory of 
Leriche and Policard, who regard bone absorption 
as a *“‘ breaking down” of the bone into connective 
tissue without the aid of living cells—a process which 
they claim is seen particularly in Paget’s disease and 
generalised osteitis fibrosa. Leriche and Policard 
admit that this process is often indistinguishable 
from bone formation, and Prof. Baker suggested 
that they had mistaken areas of coarse-fibred bone 
formation, which are common in Paget’s disease and 
osteitis fibrosa, for areas of bone absorption. Thus 
there were two processes which could lead to 

diminished density of bone in radiograms :— 

(a) Hypocalcification which occurs in— 

(1) Rickets and osteomalacia group of diseases ; 
(2) Rapidly forming coarse-fibred bone (no time for 
— or calcification delayed)—e.g., fracture 


(b) Osteoclastic resorption, which accounts for all 
examples of diminished bone density. 


other 


Dr. Twining agreed that so far as could be told 
from the X ray appearances, diminished bone density 
was due to actual loss of bony structure rather than 
to a mere removal of calcium, 

Dr. M. F. Jounstone (Manchester) reported 
30 examples of osteochondritis occurring after mani- 
pulative reduction of congenital dislocation of the 
hip-joint in 224 children. The changes affected the 
femoral head and the acetabulum, and were exactly 
similar in X ray appearances and in the final result 
to those seen in pseudocoxalgia. The onset of 
osteochondritis did not appear to be determined by 
difficulties encountered in reduction. 


Torticollis : Epicondylar Fractures 


Mr. C. H. Gray (Manchester) presented an analysis 
of 100 children between the ages of 1 and 14 years 
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treated for congenital torticollis. Of these 100 patients 
there had been difficulty in delivery in slightly over 
half of them. A _ sternomastoid “tumour” was 
noted in 23 babies only. In 50 both heads of the 
sternomastoid muscle were contracted. In discussing 
the results of treatment, Mr. Gray emphasised the 
importance of ocular anomalies. He pointed out 
that the eye on the affected side develops a point 
of false correspondence. After correction of the 
torticollis deformity this point no longer lies on the 
optical axis. To overcome this visual disturbance 
the child voluntarily replaces his head in the position 
of deformity. 

Mr. Gray’s contribution provoked considerable 
discussion as to the relative merits of the open versus 
the “closed”? tenotomy of the contracted sterno- 
mastoid muscle. All speakers were agreed that 
prolonged and careful after-treatment was neces- 
sary to ensure complete and permanent correction 
of the deformity. 

Mr. H. OSMOND CLARKE (Manchester) reviewed a 
series of 26 patients suffering from fractures of the 
internal epicondyle of the humerus with inclusion of 
the epicondyle in the elbow-joint. He pointed out 
that during the reduction of a complete postero- 
lateral dislocation of the elbow-joint, the epicondyle 
may occasionally slip into the elbow-joint, but that 
this could be avoided by reasonable manipulative 
skill. More commonly, the epicondyle is torn off 
by a forcible abduction of the forearm on the arm 
which tears open the joint capsule on the mesial 
aspect. The epicondyle immediately enters the joint 
and maintains a state of lateral subluxation of the 
joint, which, in the absence of great swelling, can 
be appreciated by clinical examination. Ulnar nerve 
involvement of varying severity was the rule in this 
latter type of injury. The treatment advocated 
was open operation, for it allowed replacement of 
the epicondyle and transposition of the ulnar nerve 
to a safe intramuscular bed in front of the epicondyle. 

Mr. OLLERENSHAW- discussed the use of 
the substandard cinema films in case-recording. 
He pointed out the many advantages of such films 
for demonstration and teaching purposes. Using a 
** cassette’? camera, continuous records of a patient 
in all stages of his treatment could be made at any 
appropriate time, occupying only some 50 feet of 
film. Three films were shown, one of them portray- 
ing in colour the operative treatment of pes cavus, 
and providing very convincing evidence of the 
potentialities of the cinema in surgery. 
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Change of Hospital’s Name and Objects 

THE story of the ‘‘ National Anti-Vivisection and 
Battersea General Hospital,’ told in the recent 
proceedings in the Chancery Division, shows how 
the court on occasion can manage to vary the most 
fundamental of trusts. 

According to Lord Ernest Hamilton’s affidavit, 
it was in 1896 that a Mrs. Theodore Russell Munro 
opened a fund for subscriptions for a hospital to be 
conducted on antivivisectionist principles. Presently 
trustees were appointed to hold the £420 which had 
been subscribed and all future donations. In 1899 a 
site at Notting Hill seemed available. A deed at this 
period declared certain trusts. The hospital was to 
be known as the Anti-Vivisection Hospital; no 
experiments on living animals were to be permitted ; 
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no person who might make such experiments or in 
any way encourage the practice of vivisection was to 
be allowed to take part as governor or manager or 
as member of the staff; all concerned must first sign 
a written declaration of opposition to such experi- 
ments; no one was to be appointed to the staff 
without signing a pledge that he or she would never 
perform any experiment, inoculation, or operation 
on living animals known as vivisection, would never 
aid or abet anybody else in so doing, and would 
never employ any remedies which could be “ obtained 
only as the product of experiments on living animals 
such as antitoxin, pasteur antirabic virus and other 
like products.” The Notting Hill scheme fell 
through, but at the end of 1900 the Battersea site 
was acquired for £7000 and was declared to be held 
on the trusts already mentioned except that the 
words ‘“‘so long as he or she is connected with the 
hospital’? were added to the pledge required of 
members of the staff. A board of management was 
elected at a meeting of subscribers and the hospital 
was opened in 1902. At the end of the year the 
annual report stated its objects and purposes. The 
hospital was declared to be established as a visible 
protest against the demoralising practice of vivi- 
section ; it was to be a public, charitable, and 
benevolent institution, and its primary object was 
the relief of human suffering by physicians and 
surgeons who were opposed to vivisection and who 
looked upon the result of its experiments as dangerous, 
misleading, and opposed to all true progress; the 
words ** No vivisectors on its staff, no vivisection in 
its schools, no experiments on patients’ were 
always to be printed on the reports and appeals of 
the hospital. In 1908 the undertaking was incor- 
porated under the Companies Act as “The Anti- 
Vivisection Hospital, The Battersea General Hospital 
(Incorporated) ”’; the memorandum and the articles 
of association repeated the previous declarations 
against experiments on animals. In later years 
adjacent houses were acquired to form a cancer 
research department, an out-patients’ department 
was organised, and the whole premises were extended. 

At the end of 1934 the excess of expenditure over 
income amounted to over £8000. The chairman’s 
affidavit, dated last June, spoke of an unsecured debt 
of nearly £24,000 to the bank. The King Edward’s 
Hospital Fund declined help and it was clear that the 
Battersea Hospital must either eliminate anti- 
vivisection from its name and objects or else must 
close its doors. It had already closed three wards, 
containing 100 beds, on grounds of economy. 
According to the affidavit, neither the chairman of 
the board of management nor the secretary of the 
hospital realised at this point that the corporate 
body was merely trustee of a charity and that the 
property and endowments of the hospital were 
subject to a charitable trust. When counsel’s opinion 
was taken and the full facts were examined, the 
hospital was advised that, even if opposition to 
vivisection was a fundamental object of the company, 
the court had jurisdiction to confirm an alteration of 
the objects involving the abandonment of such 
opposition. Counsel advised an application. to the 
court for a scheme “cy prés.” This law-French 
phrase means that when, from lapse of time or 
change of circumstances, it is no longer possible to 
carry out the donors’ intention in the exact mode 
in which they directed, the court will allow the 
substitution of some variant purpose near to the 
original intention. Well-known examples in legal 
text-books explain themselves. A wood was once 
granted for providing timber to repair certain sea- 
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dykes; the sea gradually receded, dykes were no 
longer wanted, and the wood was entirely cut down ; 
the court allowed the diversion of the land to other 
charitable purposes. Or, again, a man left funds for 
the relief of imprisoned debtors in Caleutta ; imprison- 
ment for debt was abolished in Calcutta, and the 
court applied the ‘cy prés ’’ doctrine to the disposal 
of the funds. In the case of the Battersea Hospital 
it could not be said that the objects had ceased to 
exist; the court was satisfied, however, that they 
had ceased to be practicable. It was stated that no 
other hospital in the country was conducted on 
similarly restrictive lines. Mr. Justice Eve made the 
necessary orders altering the name of the hospital 
and removing the restrictions from the trusts. 


ROYAL COLLEGE OF SURGEONS OF 
ENGLAND 


AN annual meeting of fellows and members of the 
College was convened for Nov. 2lst at 4 o’clock. 
As there was an attendance of only 23, excluding 
members of the council, there was no quorum, and 
an informal meeting was held with Sir Cuthbert 
Wallace, the president, in the chair, to discuss the 
matters on the agenda. 

Reviewing the work of the year, the PRESIDENT 
spoke of Sir Holburt Waring’s visit to Australia 
to open the Royal Australasian College of Surgeons, 
and of the primary fellowship examinations held 
there and in India. Similar examinations were to 
be held in Caleutta in December, and next year, 
he hoped, in Australia and New Zealand. The 
College’s scholars had been working not only in 
London but also in the Buckston Browne Farm in 
Kent, which was a tremendous asset to the College. 
Important work had been done on shock, and the 
sympathetic system and intestinal obstruction were 
also being investigated. The prestige of the College 
in research was increasing. 

Dr. C. L. BATTESON had desired to move : 

“That this forty-sixth annual meeting of Fellows and 

Members of the Royal College of Surgeons of England 
again affirms that the Members, who constitute 90 per cent. 
of the College, should have some representation on the 
Council, a similar resolution having been passed 45 times 
and never once lost.” 
He was not able to do so owing to the informality 
of the meeting, but he set forth his reasons for placing 
the motion on the agenda. The fact that the proposal 
had been brought forward on so many occasions 
showed, he said, that the members felt strongly the 
justice of their cause. It would be an advantage to 
the council and to the College as a whole to have one 
or more members who would voice the views of their 
colleagues in general practice. The art of surgery 
was progressing: surely the constitution of the 
College should also progress. 

Dr. RicHARD GILLBARD, in support, said that the 
general practitioners of the country, with all their 
ability, must have something of worth to contribute 
to the syllabus of education of the students who were 
destined to follow them. The council’s attitude 
might possibly be dictated by fear lest any members 
elected to it would inevitably be the nominees of the 
British Medical Association. If the Association could 
obtain this representation it would be entitled to it, 
and in any case six members on the council could not 
exercise much power. He regarded the refusal of the 
council to give any reason or explanation of its non- 
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possumus attitude as discourteous and disrespectful 
to the members. 

Dr. H. E. WatTKrns said that students of the present 
day required more training in the schools than they 
received. The council must have noticed that for a 
considerable number of years the average mental 
quality of the students had been deteriorating. There 
were still brilliant men, but some of the younger 
general practitioners reached a very low standard. 
In his district there were half the births of 40 years 
ago and four times the septic cases. 

Dr. HowarRD STRATFORD said that in three or four 
years this hoary and venerable resolution would have 
reached its golden jubilee and the press would take 
a great interest in it. The public would find with 
amusement and some annoyance that the farce had 
been proceeding for over fifty years. One day the 
suggestion would be adopted. 

Dr. RepMoND RocueE objected to the proposal 
of the council to join with other bodies in instituting 
a diploma in dietetics for non-medical persons. 
It was, he declared, against the public good that 
unqualified persons, under the guise, or disguise, 
of a diploma of the two Royal Colleges, should appear 
to be qualified to advise on matters of health. It 
was impossible for unqualified persons to decide 
whether an apparently healthy person was healthy 
or not: they could not detect early diabetes or renal 
disease, or recognise the idiosyncrasies of health. 
It was not mere fancy to suggest that these diplomates 
would not be content to play the réle of skilled 
advisers on menus under medical direction. The 
new diplomates would undoubtedly intrude on the 
rights of the physician in dictating diets for individuals. 
The diploma would make another serious inroad upon 
strictly professional work, and it was the duty of the 
College to prevent, not encourage, this invasion. 
He suggested that the council should call a general 
meeting at which fellows and members could give their 
views. 

The PRESIDENT, in reply, said that the subject had 
been carefully canvassed by the council and com- 
mittee. The opinion of the College was rather 
against the Royal Colleges giving a diploma directly. 
It was no use however to say that they would not 
have dietitians; these were in existence. The 
University of London had started a course for the 
B.Se. degree. He suggested that if dietitians must 
exist, it was better that they should have a nurse’s 
training or hold the London B.Sc. 





ERGOMETRINE AND ERGOTOCIN 


THE QUESTION OF IDENTITY 

In March of this year we commented on the 
discovery by Dudley and Moir of ergometrine, a 
new active principle present in ergot, and referred 
also to ergotocin, a similar principle described by a 
group of workers from the University of Chicago.’ 
Further observations on both these substances are 
now available, and the question whether they are 
identical or different substances deserves consideration. 
The late H. W. Dudley, in a paper published within 
a few days of his death, described very fully * the 
chemical characteristics of ergometrine and of several 
of its salts, and detailed descriptions of ergotocin 
have also been supplied. The outstanding dis- 
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crepancy is in the empirical formula, for Kharasch 
and Legault assign a formula of C,,H.,0,N, to 
ergotocin and Dudley a formula of C,,H,,0,N, to 
ergometrine ; in other chemical respects the sub- 
stances are extremely similar and they have practically 
identical melting points. Dudley concludes that 
“ergotocin is in all probability identical with ergo- 
metrine.”” The pharmacological actions of ergotocin 
have recently been described by Davis, Adair, Chen, 
and Swanson * and those of ergometrine by Brown 
and Dale.® Those actions investigated by both sets 
of observers, with the exception of the effect on the 
cock’s comb, are similar in every respect. Ergo- 
metrine caused cyanosis of the comb but did not 
lead to gangrene in a course of injections which with 
ergotoxine produced extensive gangrene. Ergotocin, 
on the other hand, is said in this respect to be “ more 
potent gram for gram than ergotoxine.”’ With 
this single exception, which may well be accounted 
for by differences in the way in which the experi- 
ments were carried out, the similarity between the 
two principles extends to detail; for example, both 
have a pressor effect when given to a spinal cat, but 
a depressor effect in the intact anwsthetised cat. 
The pressor effect of ergometrine is shown to be 
much less than that of the ergotoxine group of 
alkaloids. It has only a trace of the specific paralysing 
action on motor effects characteristic of this group. 
The most important action, that on the uterus, is 
also the most characteristic action of ergometrine. 
It is the only action produced by small doses and 
consists in “‘the initiation of a long persistent 
rhythm of powerful contractions in a uterus normally 
quiescent as in the early puerperium.” Brown and 
Dale at each stage in their investigation compare 
their findings on ergometrine with those of the 
Chicago workers on ergotocin, and the similarity in 
action is very obvious. They also point out the 
extreme difficulty of demonstrating the activity of 
ergometrine when present in crude extracts of ergot, 
except by observations on the uterus of the human 
patient, and this explains why ergometrine escaped 
recognition by the methods of experimental pharma- 
cology for so many years. 

The Chicago group of workers have just published 
a@ new study of ergotocin,® in which they summarise 
their chemical and pharmacological results, and bring 
forward new clinical observations. It is unfortunate 
that they refer only in passing to the isolation of 
ergometrine, and that they do not compare their 
clinical findings with the original observations of 
Dudley and Moir.’ The action of ergotocin on the 
human puerperal uterus appears, however, to be iden- 
tical with that of ergometrine as described by the 
British observers. The dose of ergometrine recom- 
mended by Dudley and Moir is larger than the dose of 
ergotocin used by the American workers who, however, 
state that their dose is minimal. The intravenous 
doses of ergotocin and ergometrine are in good agree- 
ment. Ergotocin is shown to have no detri- 
mental effect on the blood pressure, pulse, or urinary 
output of patients. It has been given without 
ill-effect in the third stage of labour, and is stated 
to be more effective than any other known oxytocic 
drug. It is of special value in the treatment of post- 
partum hemorrhage. 


* Davis, Adair, Chen, and Swanson : 
1935, p. 398. 
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’ Dudley, H. W., and Moir, Chassar : 
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The place of ergometrine in clinical practice has 
recently been described by Moir. He concludes 
that ergometrine is likely to prove a valuable alter- 
native to pituitary extract in the treatment of post- 
partum hemorrhage, and he thinks it is worth trying 
in third-stage hemorrhage when simple methods 
have failed, especially if the uterus is relaxed. 

When all the evidence from chemical, pharma- 
cological, and clinical sources is considered together, 
it is very difficult to believe that ergometrine and 
ergotocin are distinct substances. If they are indeed 
identical, the question arises of a single internationally 
recognised official name. The position is, however, 
complicated by the existence of two other substances 
each claiming to be the active principle of aqueous 
extract of ergot, but about which less information 
is available. Stoll and Burckhardt *® have described 
a substance with the same structural formula as 
ergometrine, extracted from ergot in a similar way 
and with similar chemical properties. This they 
have called ergobasine. Its pharmacological actions 
as described by Rothlin?® are essentially those of 
ergometrine, and it is almost certainly the same 
substance. It is less easy to place Thompson's !! ” 
ergostetrine (‘‘ alkaloid X’’) as relatively few details 
of its chemical and pharmacological properties are 
given. It is, however, a similar principle although 
its toxicity in animals appears to be greater than 
that of ergometrine. 

The isolation from ergot by Smith and Timmis ™ 
of a substance isomeric with ergometrine may help 
to explain some of these discordant results. This 
substance, ergometrinine, is said to bear the same 
relationship to ergometrine as ergotoxinine does to 
ergotoxine. Its pharmacological properties have 
not yet been investigated and it probably will prove 
to be relatively inert, but its admixture with 
the pure principle may well account for minor 


discrepancies in the findings of different investigators. 

The state of affairs with regard to these substances 
is very unsatisfactory, and there is a real danger 
that, as they become more widely used, the confusion 
in nomenclature may spread to the clinical field. 
The general position has been admirably summed up 


by Dale.** It can hardly be disputed that Moir’s 
observations published !° in 1932 afforded the original 
impetus to work in this field. As a direct outcome, 
Dudley and Moir isolated a new active principle and 
gave the first full and clear account of its chemical 
characteristics and clinical effects. Subsequent 
events have shown that this active principle, now 
well defined and fully investigated pharmacologically, 
is almost certainly the same as that to which othe 
observers have given different names. Ergometrine 
would certainly appear,therefore, to have the strongest 
claims to official international recognition as 
the name for that active principle upon which the 
therapeutic action of ergot mainly depends. 
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ROYAL BUCKINGHAMSHIRE HospiTaAL.—On Nov. 
2ist Mrs. Bernard laid the foundation-stone of the 
extensions to this institution. The committee is hoping 
to raise £50,000 for the extensions and £16,500 has been 
received. A new contributory scheme is being drawn up 
to give the hospital a continuous and regular income. 
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SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 
A PUBLIC MEDICAL SERVICE 

As I reported at the time, the Edinburgh Public 
Medical Service was started in October, 1934, to meet 
the needs of the dependants of insured persons. 
The progress so far made was reviewed at a meeting 
last week, when Dr. John Young, who presided, 
said that the committee were quite satisfied with the 
result of the first year’s working. The number of 
doctors in the service was 130, and during the year 
3500 subscribers joined it, representing over 8000 
people. The subscriptions were £3232, out of which 
the committee had to meet the expense of adminis- 
tration and the cost of prescribing. The latter proved 
to be heavy, amounting to 18°2 per cent. of the 
subscriptions received, whereas the figure under the 
National Health Insurance scheme was 14 per cent. 
The high cost was found to be due to the large number 
of scripts and not to expensive prescribing ; 11,25] 
scripts were issued at a cost of £593, the average 
cost being about 1s. 0jd. The committee have been 
considering methods by which subscribers to the 
service may receive special treatment at reduced 
rates, and arrangements for special terms have been 
made with the radiologists in the city and with the 
National Ophthalmic Board. 

An appeal is made to practitioners with small lists 
to do what they can to add suitable subscribers. 
The benefits which should ensue from this to the 
doctor are stated as follows: (1) The goodwill of his 
practice will become more valuable for he will have 
a saleable asset. (2) He is relieved of trouble and 
correspondence in connexion with the collection of 
small accounts, a proportion of which would otherwise 
probably be irrecoverable. (3) He can rely on receiving 
his payments quarterly. (4) He can pay calls on 
his patients when he happens to be in their district 
without making the patient think that he is running 
up an account. (5) The burden of the expense of 
administration will be reduced, and the doctor's 
remuneration thereby increased. (6) The doctors 
who have large lists are quite satisfied with the 
remuneration they had received during the first year. 
In a small list the law of average does not operate 
properly. (7) In comparing the Service with National 
Health Insurance practitioners should remember 
that they are freed from filling up various certificates 
and returns, and that no insurance committee or 
other Government department can interfere with 
them in the treatment of their patient. 


PRISON REFORM 

Improvements in the penal system were discussed 
by doctors and lawyers at a meeting recently 
arranged by the local branch of the National Council 
of Women and Edinburgh Women Citizens’ Asso- 
ciation, with Prof. D. K. Henderson in the chair. 
Dr. ©. D. Bruce, medical superintendent of the 
Criminal Lunatic Department, Perth, who spoke 
first, pointed out that unless the antisocial attitude 
of the offender could be corrected during the term 
of imprisonment, he would again become a danger 
or at any rate a nuisance. He might be worse than 
before. Both the probation and the Borstal system 
had proved of great value. The policy in Scotland 
was to attempt to train the prisoner for citizenship. 
Training did not mean more comfort in the prison, 
but more effort by the prisoner—the building-up of 
character and_ self-respect. Mr. James Adair, 
procurator-fisecal, said that the courts could not 
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possibly wait until there had been the long examina- 
tion necessary to decide how long the person was 
coing to require for treatment or incarceration before 
he began to benefit. He thought it should be 
seriously considered whether all sentences should not 
be indeterminate. Such sentence having been 
pronounced, a committee of investigation should 
decide what was best for the particular prisoner. 
Sheriff-Principal Brown, K.C., referred to the distine- 
tion between the criminal and the delinquent. He 
spoke of the relief it would be if psychiatrists would 
say which were born bad and which had become so. 
Whatever the type of criminal, he always favoured 
kindliness so far as that was possible with safety ; 
but punishment was no use unless it hurt, and 
society had to be protected. 

Dr. Angus MacNiven said that a person might be 
insane and yet perform a crime, know the nature of 
his act, and know that he was doing wrong. Whether 
he was guilty or not was a matter for the lawyers. 
Medical men could claim that once a person had 
been pronounced guilty, they should have something 
to say about treatment. He thought that they 
should be careful not to exaggerate the value of 
psychotherapy as a means of treating a criminal. 
Dr. W. R. D. Fairbairn described the present system 
asa failure. Short sentences were hopeless, and there 
was no place for prison at all unless the sentences 
were indeterminate. Asa deterrent and reforming 
agency it was inefficient. What was important was 
research into the cause of crime. Dr. D. J. Forbes 
regarded high-grade mental defectives as a serious 
social danger. 





IRELAND 


(FROM OUR OWN CORRESPONDENT) 


RESIGNATIONS IN THE SCHOOL OF PHYSIC 

THE resignation of the dean of the faculty of 
physic, Dr. Andrew Francis Dixon, both from his 
post as dean and from the chair of anatomy in the 
University of Dublin, following closely on that of 
his colleague, Dr. Harold Pringle from the King’s 
professorship of the institutes of medicine, has 
caused much regret to his colleagues, to his past 
and present pupils, and to the medical profession of 
Dublin. This regret is increased by the fact that in 
both cases the resignation has been brought about 
by reasons of health. Dixon, a pupil and assistant 
of Daniel John Cunningham, was professor of anatomy 
in Cardiff from 1897 to 1903, when he succeeded his 
old master in Dublin. Since then he has conducted 
the department of anatomy with ability and energy. 
For several years past he has also been dean of the 
faculty. He devoted himself to the interest of his 
pupils, kept in touch with them when they had gone 
out into the world, and was always the first to be 
visited when they returned to their old school. To 
his colleagues he was an elder brother whose wise 
counsel was sought and generously given whenever 
difficulties arose. Pringle was also a former student 
of the school in which he taught, having been a 
pupil of John Mallet Purser. He was appointed 
King’s professor of the institutes of medicine in 1919, 
having held a lecturership in Edinburgh University 
for some years previously. He, too, was held in 
esteem and affection by his pupils and colleagues. 
It is unfortunate that the school of physic in Trinity 
College should be deprived of the heads of two of its 
important departments at the same moment. They 
carry with them to their retirement the affection and 
sympathy of all their colleagues and pupils. 
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PARIS 


(FROM OUR OWN CORRESPONDENT) 


THE FAMILY DOCTOR’S FORUM 

Tue “ Assises de Médecine ”’ is a movement started 
by Dr. Henri Godlewski for the pooling of medical 
observations by general practitioners throughout 
France, and not long ago he was able to tell the 
Academy of Medicine that his offspring has developed 
astonishingly since its birth in March, 1932. Already 
in April of the same year groups had been formed 
in a third of all the departments in France. The 
system adopted is to choose a certain subject some 
time in advance, to discuss it at local meetings, and 
then to submit the information thus collected to 
discussion at headquarters, at the H6tel-Dieu in 
aris. The first session of the ‘“‘ Assises de Médecine ” 
dealt with rural tuberculosis and the means of com- 
bating it. The next subject was 
The subsequent subjects have been: regional clinical 
manifestations of alcoholism, the part played by 
domestic animals in human pathology, conjugal 
tuberculosis, the prevention of tetanus with serum, 
the prognosis in pleurisy, the incidence and present 
characteristics of syphilis, the prognosis in infantile 
convulsions, goitre in France, the present position 
of acute articular rheumatism, local dietetic customs, 
diphtheria, the prognosis in hyperpiesis, consan- 
guinity and heredity, family predisposition to the 
localisation of disease, and the late results of lung 
collapse treatment. During the three years of its 
existence, the ‘‘ Assises de Médecine”’ have held 
more than 500 scientific meetings. At every meeting 
at the Hétel-Dieu a prize is awarded for the best 
scientific contribution; and the voting, which is 
secret, is usually unanimous in favour of the recipient 
of this prize. As Dr. Godlewski pointed out, the 
** Assises de Médecine” have done much to demon- 
strate the importance of the part played by the 
family doctor in preventive as well as in clinical 
medicine. It is the family doctor who can provide 
most information about the ultimate fate of the 
patient, particularly in those villages in which the 
medical succession is from father to son. 


cancer houses. 


ROYAL DENTAL HOSPITAL 


AT this hospital’s 26th annual clinical At Home, 
held last Saturday, a full and interesting programme 
had been arranged for the many visitors. The 
morning was devoted to demonstrations—surgical, 
orthodontic, and prosthetic. These included a 
routine operating session in the in-patient department 
of Charing Cross Hospital, with Mr. S. A. Ridett as 
operator and Dr. T. B. Vaile as anesthetist, and 
operations under regional anesthesia by Mr. 8. F. 
St. J. Steadman in the Royal Dental Hospital. 
Mr. L. E. Claremont performed apical resection of 
teeth and Mr. H. L. Hardwick demonstrated the 
treatment of pyorrhcea by gingivectomy. A demon- 
stration of orthodontic cases and their treatment 
was given by Miss K.C. Smyth, Mr. H. R. Evans, and 
Mr. J. H. Hovell. The complicated technique involved 
in the construction of porcelain jacket crowns was 
shown by Mr. W. I. Robertson, while Miss van Thal 
showed what can be done by speech training to 
children with cleft palate. The afternoon was 
devoted to clinical cases, and the hospital was filled 
almost to overflowing by old students and others. 
A large number of patients were present illustrating 
rare or instructive clinical conditions, such as cysts 
and tumours, supernumerary teeth, and deficiencies 
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in dentition. Others showed the results of various 
operations, some of which were remarkably good. 
Among them were examples of plastic surgery per- 
formed by Mr. T. P. Kilner in conjunction with 
members of the staff. One was a case of complete 
ankylosis of the jaws with an excellent functional 
result. Another had had an artificial sulcus made by 
means of an epithelial inlay which had enabled a 
lower denture to be worn with comfort and security. 
A series of patients for whom gingivectomy for 
pyorrhcea had been performed showed the value of 
this method in suitable cases. Several patients for 
whom students had made some beautiful porcelain 
jacket crowns were present; the work defied detection 
and reflected great credit both on the students and 
their teachers. There were also many children 
showing various forms of malocclusion both before 
and after treatment. Dr. Sydney Blackman exhi- 
bited a collection of radiograms so comprehensive 
that many visitors must have regretted that it 
could not be permanently on view at the hospital. 
He also gave a helpful lecture on conditions found in 
the apical maxillary incisor region and the technique 
which should be adopted to demonstrate this region 
radiog aphically. The John Hampton Hale research 
department was open, and the research workers, 
Messrs. Fish, Macgregor. Pincus, and Stewart-Ross, 
were present to explain the work on which they are 
engaged. 

The annual dinner of past and present students 
was held at the Trocadero Restaurant on the same 
day with Mr. Herbert Smale in the chair and an 
attendance of over 150. The toast of the hospital 
and school was proposed by the chairman, who 
alluded to the honour which had befallen Dr. E. W. 
Fish who had been invited to give a course of lectures 
in Australia, and had received an honorary degree 
from the University of Sydney. Mr. H. Stobie, the 
dean, in his reply said that the school had increased 
in numbers, and the last entry was the best for many 
vears. They welcomed on the staff Mr. B. W. 
Fickling, the third of his name to be associated with 
the hospital. The resignation of Miss Smyth from 
the post of orthodontic demonstrator was deeply 
regretted, for her services had been of great value. 
The number of students taking the B.D.S. was 


increasing, and it was hoped that now that the curri- 


culum for this degree had been amended, more 
students would take a degree. The toast of the 
visitors was proposed by Mr. A. T. Pitts, and replied 
to by Colonel C. H. Howkins. Mr. F. Coleman 
proposed the toast of the chairman, which was drunk 
with musical honours. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 

Surg. Comdr. J. C. Kelly, D.S.C., to Pembroke for R.N.B. 

Surg. Lt.-Comdr. W. A. Hopkins to President for 
course. 

ROYAL NAVAL VOLUNTEER RESERVE 

Surg. Lts. E. G. Thomas and D. M. Craig to be Surg. 
Lt.-Comdrs. 

W. 1. D. Scott entered as Proby. Surg. Lt. 

Surg. Sub-Lt. J. D. Lendrum to be Surg. Lt. 

Proby. Surg. Lt. H. G. Rees to be Surg. Lt. 

Proby. Surg. Sub-Lts. to be Surg. Sub-Lts.: M. D. 
Edwards, 8S. E. Cooke, and R. V. Jones. 

ROYAL ARMY MEDICAL CORPS 

Lt.-Cols. H. P. Hart, M.C., and T. T. H. Robinson, 
D.S.O., havi: gattained the age for retirement, are placed 
on ret. pay. 

Majs. E. Phillips, D.S.0., M.C., and 8S. D. Reid to be 
Lt.-Cols. 

Short Service Commissions.—Lt. (on prob.) A. B. 
Dempsey is secd. under the provisions of Art. 213, Royal 
Warrant for Pay and Promotion, 1931. Oct. 28th, 1935. 

SUPPLEMENTARY RESERVE OF OFFICERS 

Capt. J. Morgan resigns his commn. 

S. D. Loxton and W, H. Valentine to be Lts. 
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REGULAR ARMY RESERVE OF OFFICERS 

Capt. I. S. Thomson, from the Supp. Res. of Off., 
R.A.M.C., to be Capt. 

TERRITORIAL ARMY 

Col. J. Taylor retires on account of ill-health and 
retains his rank, with permission to wear the prescribed 
uniform, 

Capts. T. J. C. MacDonald and F. Lishman resign 
their commns. 

Lt. G. T. Pitts, from 97th (Kent Yeo.) Fd. Bde., R.A., 
to be Capt. 

R. L. Harward (late Offr. Cadet, Univ. of Lond. Contgt. 
(Med. Unit), Sen. Div., O.T.C.) to be Lt. 

The War Office announces that as a result of the 
conversion of seven infantry battalions of the 56th 
(Ist London) and 47th (2nd London) Divisions to anti 
aircraft units, the Army Council have decided to 
amalgamate these two divisions to form ‘“* The London 
Division,” consisting of three infantry brigades and 
divisional: troops. The headquarters of “The London 
Division ”’ will be at Finsbury Barracks, City-road, E.C.1. 
The formation of the London Division will take effect 
from Dec. 15th, and its composition will be :— 

Ist (London) Infantry Brigade: Headquarters at 
Regimental Headquarters, Grenadier Guards, Birdcage- 
walk, S.W.1. 

2nd (London) Infantry Brigade : 
Finsbury Barracks, City-road, E.C.1. 

3rd (London) Infantry Brigade: Headquarters at 
Regimental Headquarters, Scots Guards, Birdcage-walk, 
S.W.1. 

The Divisional Troops will include the Royal Army 
Medical Corps: 167th Field Ambulance, and the Army 
troops in the London Divisional Area will include the 
13th General Hospital, 8th Hygiene Company. 


ROYAL AIR FORCE 

Wing Comdr. A. F. Rook to R.A.F. General Hospital, 
Palestine and Transjordan, Sarafand. For duty as 
Commanding Officer and Senior Medical Officer, Palestine 
and Transjordan, vice Wing Comdr. J. Rothwell. 

Squadron Leader J. D’I. Rear to R.A.F. General 
Hospital, Hinaidi, Iraq, for duty as Medical Officer. 

Flight Lts. J. S. Carslaw to Aircraft Depdt, Karachi, 
India; R. E. W. Fisher to No. 31 (A.C.) Squadron, 
Karachi, India ; and H. F. Harvey to No. 5 (Army Codépera- 
tion) Squadron, Chaklala, India. 

Dental Branch.—Flight Lt. Roy Herbert Marthews to 
R.A.F. General Hospital, Hinaidi, Iraq. (Substituted for 
notice in THE LANCET last week.) 


INDIAN MEDICAL SERVICE 

Col. E. W. C. Bradfield, C.I.E., O.B.E., V.H.S., to be 
Maj.-Gen. 

Lt.-Col. N. S. Sodhi, M.C., to be Col. 

Examination for the F.R.C.S. in India.—At the request 
of the Director-General, I.M.S., the Council of the Royal 
College of Surgeons of England will again conduct the 
primary examination for the F.R.C.S. in India. 

The examination, which will begin on Dec. 19th, is 
to be conducted at the Medical College, Calcutta, and 
67 candidates have entered. The Royal College is sending 
out two examiners. 

The anatomy examiner will be Mr. G. Gordon-Taylor, 
and he will be accompanied by Mr. H. H. Rew, director 
of examinations. Mr. L. M. Banerji, professor of surgery 
at Calcutta University, will be Mr. Gordon-Taylor’s 
assessor. The examiner in physiology will be Dr. G. A. 
Buckmaster, emeritus professor of physiology in the 
University of Bristol. Capt. B. T. Krishnan, professor 
of physiology at Madras University, will act as his assessor. 


DEATHS IN THE SERVICES 

The death occurred on Nov. 22nd in London of Lt.-Col. 
Epwarp Marr, I.M.S.,retd. He was born in 1847 and 
joined the Service in March, 1874, was employed on 
military duty and in acting civil appointments till 
January, 1879, when he was. appointed civil surgeon, 
Bijnor. He became jail superintendent at Jhansi and 
Benares, and in 1891 superintendent to the central jail 
at Bareilly. He acted as Inspector-General of Jails for 
North West Province in 1892 and for Bengalin 1898. He 
reached the rank of lieut,-colonel in 1894 and retired in 1902. 
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GENERAL MEDICAL COUNCIL 


PRESIDENT’S ADDRESS 


At the opening of the 142nd session of the Council 
Sir Norman Walker began his presidential address 
by welcoming representatives of the Universities of 
Liverpool and Bristol in the persons of Mr. R. E. 
Kelly and Prof. R. J. Brocklehurst, who succeeded 
Prof. J. M. Beattie and Prof. E. Fawcett, a surgeon 
and a physiologist taking the places of a pathologist 
and an anatomist. He went on to say that the 
Lord President of the Council had approved in 
principle the proposal of an amending Bill to deal with 
(1) the election of direct representatives, (2) the 
recognition of public health diplomas granted other 
than in the United Kingdom, and (3) the publication 
of the British Pharmacopeia. Difficulties under the 
first heading did not press, since in normal course 
there would be no election before the autumn 
of 1938. 


A Survey of Medical Education and Legislation 


A number of the bodies and medical schools to 
which the interim report of the Curriculum Committee 
was circulated early in June had, said the President, 
sent in replies, but the majority desired more time to 
formulate their views. The replies were generally 
helpful and constructive. He would take the oppor- 
tunity offered briefly to survey the position of medical 
education and legislation in this country, and par- 
ticularly the relations of the Council to it. 

During the earlier years of the nineteenth century 
there were many efforts to secure some better regulation 
of the practice of medicine, for it had become evident 
that something different from the limited rights and 
privileges conferred by Royal Charter, or by existing 


Acts of Parliament, on universities and medical corpora- 


tions was required. In 1834 a committee of the House of 
Commons was appointed to inquire into the state of 
medical education and practice. This committee stated 
that ‘“‘to produce some approach to uniformity there 
should be some superintending body to take cognisance 
of the manner in which the duty of examining is 
conducted.” 

In 1842 Sir James Graham, principal secretary of state 
for home affairs, circulated to the chartered medical 
bodies a printed paper containing the heads of a Bill 
proposed to be brought into Parliament for regulating 
the state of the medical profession throughout all parts 
of the United Kingdom. The census return of that date 
showed that there were about 34,000 persons practising 
one or more branches of medicine, and it was estimated 
that not more than 11,000 of these were ‘ qualified.” 
In the same year, Sir Robert Christison suggested the 
establishment of a Central Council of Health, consisting 
of H.M. principal secretaries of state, four persons, not 
professional, appointed by H.M. in Council, two from 
England, one each from Scotland and Ireland, and six 
representatives from the corporations and universities. 
It was clear that in the eighteen-forties and -fifties a good 
deal was going on behind the scenes, one section of opinion 
being in favour of a central body largely composed of 
laymen, in close relationship to the Government, another 
standing firm for the maintenance of the rights and 
privileges conferred on universities and colleges by Royal 
Charter or by legislative action (e.g., the Apothecaries 
Act, 1815) in many instances dating back hundreds of 
years. Nearly every session of Parliament from 1840 
to 1868 saw the introduction of some Bill intended to 
establish a central medical authority which might under- 
take or supervise the urgently needed reforms. 


THE 1858 act 


No secret documents, said Sir Norman, had been 
found among the Council's papers, and all those 
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concerned were long dead, but the Medical Act, 
1858, was, he surmised, in a sense an expression of 
the influence and status of the Chartered Bodies, 
and resulted in the establishment of a Council with 
rather vague and undefined powers, composed of one 
member from each of the Chartered Bodies, together 
with six members nominated by the Crown, with 
the Privy Council in the background. — Sir 
Simon had described the first Council as ‘a first 
timid experiment of the Legislature,’ adding that 
the powers of control given to it were far too small. 

The preamble to the 1858 Act was clear enough 
about its object, but it was left to the Council to 
define what was a qualified practitioner. They began 
their work with great zeal, and first settled certain 
points regarding admission to the Register under 
Section 46. This section gave the Council authority 
to admit to the Register, in addition to those who 
held diplomas from any of the bodies named in 
Schedule (A) to the Act, and certain holders of foreign 
or colonial qualifications who were practising in the 
United Kingdom before the passing of the Act, any 
persons who had held appointments as surgeons or 
assistant surgeons in public services or charitable 
institutions, and also, so far as to the Council might 
seem expedient, medical students who had commenced 
their professional studies before the passing of the 
Act. They next turned attention to the British 
Pharmacopeia, and made arrangements for its 
production, and then at their fifth meeting, on 
Novy. 27th, 1858, they applied to all the bodies named 
in Schedule (A) for a statement (under Section 18 
of the Act) of the courses of study and examinations 
to be gone through in order to obtain their respective 
qualifications. 


John 


A LOW STANDARD 


At the second session, on August 3rd, 1859, the 
first committee on education was elected. The 
Council's first volume of minutes registered the 
opinion that the general education of the medical 
student should be controlled by national bodies 
(by which they meant the Government and the 
universities) and not directly by the newly established 
Council of Medical Education. There was abundant 
evidence that the prevailing standard left much to 
be desired, and the comments of the Admiralty on 
the low standard reached by some of the candidates 
for commissions in the Navy were candid and caustic. 
The returns for 1865, referring to twenty-one candi- 
dates, recorded that five candidates were utterly 
ignorant of Latin, the Latin of one was bad, while 
another was deficient in anatomy, surgery, and 
Latin. Five passed an indifferent examination, the 
manuscripts of four were indifferent or bad, and only 
four passed a good, and two a moderately good, 
examination. It had to be borne in mind that at 
that time admission to the new Medical Register 
was easy, and anyone who could show that he had 
held a medical appointment of any kind might be 
admitted. 

As an example of the deep concern of the Council 
for education, Sir Norman recalled that on April 25th, 
1864, the Council, after discussing routine business, 
resolved itself into a committee on education, and 
occupied seven of the twelve days of the session in 
discussing it. It was then decided (1) that the course 
of study was to be not less than four winter sessions, 
or three winter and two summer and 
evidence was to be produced that the remaining 
period of the four years had been spent in the 
acquisition of professional knowledge; (2) to view 
with approbation any encouragement held out by 
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the licensing bodies to students to prosecute the 
study of the natural sciences before they engaged in 
studies of a strictly professional character; (3) to 
recommend that the first examination be conducted 
partly in writing and partly viva voce, and that the 
second (final) examination be conducted partly in 
writing, partly viva voce, and as far as might be 
convenient and practicable, clinically. 


AN ABORTIVE AMENDING BILL 


In the minutes for 1874 appeared a draft of a 
proposed Bill to amend the Act of 1858 to the effect 
that no one should be entitled to be registered unless 
he was qualified both in medicine and in surgery, 
including midwifery. But the Bill contained more 
than that. There appeared in it for the first time 
the proposal that no registered practitioner should be 
entitled to hold any sort of official appointment 
unless, in addition to being duly qualified and 
registered (as was already required under Section 36 
of the Act of 1858), he had also been examined and 
declared competent for such appointment by an 
examining board to be constituted under the Bill, 
and thereby entitled to append to his name on the 
Register the letters C.M.B., signifying Civil Medical 
Board. Three months after the passing of this Act, 
it was to be the duty of the General Medical Council 
to appoint a Civil Medical Board, consisting of five 
examiners from England, five from Ireland, and five 
from Scotland, whose duty it would be to examine 
all candidates presenting themselves, who were to 
have passed the double examination in medicine and 
surgery. A motion to approve this draft Bill was 
negatived by nineteen to two, three members not 
voting. 


ROYAL COMMISSION OF 1880 


In the years 1870—1881 no fewer than twenty Bills 
were brought in by private Members, in addition to 
three or four by the Government. The suggestion of 
a common Board of Examiners, or of three National 
Boards, had evidently made a strong appeal to some 
of the Parliamentary reformers, for more than half 
of the Bills presented contained provision for the 
establishment of such examining boards. In the 
‘seventies the Government of the day made at least 
three serious efforts at medical legislation, each of 
which was hampered by the opposition of some 
section of the medical profession. In 1880 the Govern- 
ment decided to refer the whole matter of amendment 
of the Medical Acts to a Royal Commission under 
the chairmanship of the Earl of Camperdown, which 
numbered amongst its membership the Bishop of 
Peterborough, the Master of the Rolls, Sir William 
Jenner, John Simon, T. H. Huxley, William Turner, 
and James (afterwards Viscount) Bryce. 

The Royal Commission took evidence on 22 days, 
and examined 41 witnesses. They recommended the 
establishment of three divisional boards consisting of 
representatives from all the medical authorities in England, 
in Scotland, and in Ireland, each of which was to be 
responsible for conducting the only examination which 
would afford access to the Medical Register. The Council, 
which was to consist of 18 members (6 nominated by the 
Crown, 4 direct representatives (2 for England and 1 
each for Scotland and Ireland) and 8 members to be chosen 
by the Divisional Boards (4 for England and 2 each for 
Scotland and Ireland)) was to have a general control over 
the divisional boards. The Medical Council was to be the 
sole licensing authority, and was to take proper steps to 
ensure, as far as possible, equality in curriculum and 
examination between the three divisional boards. To the 
divisional boards was to be entrusted the registration of 
students, and the full period of study was to be subsequent 
to registration, 
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THE 1886 AcT 


It may well be asked, said Sir Norman, how is it 
that in the light of this report the 1886 Act is what 
it is? The explanation might be found in the text 
of the report itself. It was true that all the eleven 
members of the Commission signed the report as a 
whole, but to six of the eleven names was affixed an 
asterisk, directing attention to subjoined memoranda 
by the Bishop of Peterborough, Mr. Sclater-Booth, 
John Simon, T. H. Huxley, William Turner, and 
James Bryce, expressing diversity of opinion on 
detail. In addition to their individual memoranda, 
John Simon and William Turner contributed a 
joint one. 

The 1886 Act may not have been perfect from the 
medical point of view, but it established several new 
principles. No one could now be registered who had 
not passed a qualifying examination in medicine, 
surgery, and midwifery, and the system of approxi- 
mately decennial inspections which it introduced 
was of equal value to the public and to this Council. 
Part II. of the Act greatly simplified the problem of 
colonial and foreign practitioners, and the first section 
of Part III. provided that if the G.M.C. failed in the 
discharge of its duties, the Privy Council might act 
in default. The same part also provided for the 
registration of diplomas in sanitary science, which 
to-day occupied so important a place in public health 
administration. It was a testimony to the effective 
results of the Act that whereas numbers of Acts were 
passed and Bills introduced to amend the 1858 Act, 
the Act of 1886 had remained almost untouched. 
Indeed since 1886 the Acts placed on record in the 
Medical Register were limited to six recognising the 
establishment of six new Universities, three Midwives 
Acts, the Dentists Act, 1921, and two Acts to meet 
certain difficulties in Ireland. 


CONCLUSION 


In almost all other countries, said the President, 
medical education was controlled more or less directly 
by the State; on this Council every licensing body 
had its representative to contribute his share to the 
consideration of every proposed change in medical 
education. Their duty was to ensure “that the 
standard required from candidates at the qualifying 
examinations shall be such as sufficiently to guarantee 
the possession of the knowledge and skill requisite for 
the efficient practice of medicine, surgery, and 
midwifery.’ The standard had steadily risen, and 
to-day was very different from that of 1886, largely 
owing to the action of those bodies who, not being 
satisfied with the minimum of a former day, devoted 
themselves to making their own qualifications better 
and more in accord with current knowledge. At 
intervals, as they were doing now, the Council care- 
fully explored the position and set forth in resolutions 
and recommendations the nature and extent of the 
training they deemed to be “requisite.” The 
elasticity of the system was one of its strongest 
characteristics. ‘“‘We place efficiency,’ said Sir 
Norman, ** before uniformity, and we have learned 
by the experience of seventy-seven years that sound 
reason is more effective than compulsion.” 

The customary vote of thanks to the President was 
proposed by Sir Farquhar Buzzard and seconded by 
Dr. E. K. le Fleming. 


Two names were restored to the Dentists Register: 
Arthur Leonard Heath and James Alexander 
Randolph Allison. The Council then passed to the 
consideration of disciplinary cases. 
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POST-GRADUATE LECTURES 


DuRING the past few weeks we have published 
extracts from, or abstracts of, thirteen lectures given 
to post-graduates at autumn courses in the London 
teaching schools. The series ends with a fourteenth, 
delivered by Dr. Vilvandré to former students of the 
London Hospital. 


RESULTS OF X RAY TREATMENT 
(Dr. G. E. VILVANDRE) 


Tuis lecture is addressed to those of you who may 
not have much experience in X ray treatment, or to 
those who have not thought it worth consideration. 
I have for many years tried to take a common-sense 
view of the subject, to stand aloof sometimes ; and 
although I use X rays for treatment my aim is to 
speak without bias. 

For many years Rontgen rays of short wave- 
length have been largely employed in treatment, but 
the valuable properties of long waves have not been 
neglected, especially by men of experience. 

Acne vulgaris is a condition which does not always 
respond well to the usual skin applications nor to 
vaccine therapy, and in such cases X ray treatment 
in small doses has brought not only improvement 
but nearly always cure. A series of three treatments 
at a few weeks’ interval has been the usual procedure. 
In psoriasis again, X rays will often benefit the 
patient and cause disappearance of the lesion, though 
they do not cure the disease. Here one must remember 
that prolonged treatment is inadvisable. Skin 
irritation is another troublesome condition that will 
often respond favourably; patients with pruritus 
vulv and pruritus ani may get much relief from a 
small dose or two; but here, of course, the under- 
lying cause must always be sought as well. 

Before leaving the skin I must also just mention 
lupus vulgaris, but only to warn you against the 
employment of X rays-here. The skin clinic of the 
London Hospital contains numerous photographs of 
cases of lupus treated elsewhere in years gone by in 
which repeated application of small doses has led 
to epithelioma. For the same reason treatment 
of hirsute women should be left alone. The result of 
applying X rays for hypertrichiosis, whether facial or 
axillary, has been the development of telangiectases ; 
and even X ray dermatitis might follow frequent or 
prolonged repeated applications. Once women have 
seen the effect of epilation they are only too anxious 
to have it repeated, and the only safe thing is not to 
start the treatment at all. So-called beauty parlours 
use this method to the danger of the public. 

Before radium was seriously thought of, the London 
Hospital, under the guidance of Dr. Sequeira, was 
curing rodent ulcers with X rays; and the rodent 
ulcers of our younger days were usually of large size, 
having either been undiagnosed or else treated by 
remedies anything but beneficent. Rodent ulcers 
when removed surgically tend to recur in the sear, 
and radiation is always desirable after operation. 
Radium treatment, especially in the smaller lesions, 
often yields excellent results, but I have known 
heavy doses of X rays cure when radium has failed. 
Ten or twelve years ago I was also treating success- 
fully big fast-growing facial nevi with X rays. 

A man had carcinoma of the skin of his neck and 
sections were cut and the diagnosis definitely established. 
He received X ray treatment at my hands quite five 


years ago and so far has shown no recurrence. I have 
kept in touch with him and my last interview was to 
examine his gall-bladder in which I found gall-stones. 
They were subsequently removed but his illness obviously 
had no connexion with the carcinoma of the neck and he 
is now quite well. 

Now let us pass on to deeper structures. 

The glands of lymphadenoma, whether of the neck 
or the abdomen or groin, respond readily to X rays 
and usually within two or three weeks a mass of 
glands will shrink when subjected to proper rays and 
filtration. One has to remember, however, that 
different forms of apparatus are needed to produce 
different kinds of rays ; and let me add here that the 
possession of an X ray apparatus does not make a 
radiologist. Further, the different filtration of X rays 
leads to different results. In these days mathe- 
matically accurate dosage can be given. 

Masses of glands (lymphadenomatous masses) at 
the hilum, sometimes involving one-third of the 
thorax, will disappear under treatment; but—and 
this is unfortunately an important “ but ’’—X rays 
do not cure the They make the patient 
comfortable, they relieve his dyspnoea and pain from 
pressure ; but Hodgkin’s disease goes on until bones 
or liver or kidneys are invaded. I often say that 
we have doubled the life of the Hodgkin’s patient : 
before X rays they lasted two years; now we see 
patients alive four years and occasionally seven or 
eight years after the onset. Where ane#mia is severe 
it is sometimes useful to give blood transfusions in 
conjunction with irradiation. 

Sometimes real benefit will follow X ray treatment 
of large tuberculous glands in the neck, provided 
they are not caseous; but of course you cannot 
expect good results in a tuberculous patient whose 
home conditions are next door to starvation. 

X ray therapy will reduce the size of an enlarged 
spleen but not cure the myelogenous leukaemia of 
which the patient is suffering; it will make him 
comfortable. When employed in the treatment of 
actinomycosis, where sinuses or inflamed 


disease. 


Masses 


(sometimes looked upon as cancerous) are present, 
real benefit will often follow ; the sinuses dry up and 
the masses shrink. 

Before coming to the wide use of X rays for carci- 
noma I may mention a case of sarcoma of the left 


sacro-iliac region which was operated upon and 
found to be irremovable eleven years ago. In those 
days we only had medium X ray therapy in use, 
but subsequently deep therapy came in and was 
employed with such effect that the patient is alive 
and working to-day. Similarly mediastinal tumours 
will sometimes disappear, certainly for years, after 
using “deep”? X rays (short waves) given through 
several ports of entry. A spectacular, amazing result. 

teal success has followed treatment of carcinoma 
of the thyroid, where a large mass, indurated and 
accompanied by malignant glands, is present. Even 
in cases where one or more secondary deposits have 
been evident in the lungs retrogression and even 
disappearance of the carcinoma has followed deep 
therapy. I am so convinced of its value in this 
particular disease that if I were unfortunate enough 
to fall a victim it would be my choice of treatment 
and I would be optimistic about the result. 

On the other hand I have obtained bad results 
in carcinoma of the antrum or of the jaw. I have 
seen equally bad results with radium treatment, 
but 1 am not here to discuss radium treatment. 
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How far the presence of chronic sepsis in these 
regions is responsible for the failure I cannot say. 

You will be told, or you may have read, from 
time to time that carcinoma of the bronchus is treated 
by deep therapy, but really the results have not 
been at all satisfactory. Personally I have seen no 
real improvement; although in one or two cases I 
have thought the patient was getting some benefit, 
the end has always been the same. The same applies 
to treatment of carcinoma of the csophagus. Here 
some extravagant claims have been made, but in 
actual fact deep therapy has not been a success. 
At the same time we must beware of making too 
general a statement about the failure of X ray treat- 
ment, for two patients with carcinoma never behave 
alike. 

More satisfactory have been the results with 
carcinoma of the larynx. Here the comparative 
superficial position of the neoplasm has rendered 
treatment more effective and both in France and in 
this country cures have been claimed; the treat- 
ment often results in the destruction of the thyroid 
cartilages, but that is perhaps a minor evil. At the 
London Hospital I have mostly had to deal with 
large masses of hard malignant glands in the neck, 
which are sent for deep therapy after a diagnosis of 
carcinoma in the upper air-passages or at some 
primary site not ascertained. But although I have 
often seen glands get smaller I have never been able 
to eliminate the disease ; and personally I think it 
is rather a waste of time to treat large masses of 
carcinomatous glands in the neck. 

Whereas I am never inclined to take on for treat- 
ment a case of malignant disease of the throat, 
tongue, pharynx, or larynx I never hesitate to wel- 
come a case of carcinoma of the breast. I have come 
to the conclusion that I can always do some good 
in these cases. Many years ago with apparatus which 
was vastly different to that of to-day I had two 
striking cases, one in a woman of 65 and the other 
in a woman of 44. 


The patient of 65 had a somewhat scirrhous type of 
carcinoma and after comparatively little treatment the 
whole thing disappeared, clinically. That it was not a 
case of mastitis was confirmed eight years later when the 
patient developed, in the same breast and in about the 
same region, a recurrence of the neoplasm. She died fairly 
soon after this but for eight years she had had no treatment 
and during that time there was no evidence of carcinoma 
of the breast. 

The other case was more remarkable : it was an obvious 
carcinoma en peau d’orange. It was growing rapidly 
and glands in the axilla were invaded and she was sent 
to me by the surgeon as inoperable with the request for 
treatment. To my surprise and joy the whole thing 
cleared up after some months. This was eleven years ago, 
and I followed the case until two years ago when the 
patient was still well and in charge of a large department. 
She was in quite good health and there was no evidence 
of recurrence of the former trouble. 


These are, of course, remarkable cases, and they 
are not usual results, but we must remember that 
the greater number of breast cases that come to the 
radiologist are inoperable or post-operative. Most 
of the post-operative cases which | am asked to 
treat are such as have developed recurrences either 
in the scar or in the glands of the supraclavicular 
region or the axilla. Others I am called upon to 
treat are people whose arm shows extensive edema 
from pressure of malignant masses situated deeply 
in the axilla or the neck, or even as the result of 
secondaries in the chest; and although the outlook 
here seems hopeless a great deal of good can be done 
to some of the patients. 


One patient had an inoperable scirrhous carcinoma of the 
breast with a great deal of induration and retraction of the 
nipple. The arm was painful because of its weight, and 
cumbersome. As the result of treatment, started about 
eighteen months ago, the arm has now reached almost 
normal size and the carcinoma, except for the scar, 
is not palpable. Where the best part of the breast 
was hard it has become soft and I think that the 
patient will live a good many years in comparative 
comfort. 


In an inquiry made in 1931 I found that of the 
breast cases which received post-operative radiation 
to prevent recurrences about 25 per cent. were alive 
at the fourth year from starting X ray treatment. 
Not all of these were sent directly after operation. 
At ten years from operation the best figures obtained 
were 7 per cent. Such cases had been treated with 
a kilovoltage round about 100 with Coolidge tubes 
and filters of 4-6 mm. of aluminium, mostly the 
former. Some of the earliest cases which had 
remained alive many years exhibited damage, such 
as erosion of a costal cartilage. Telangiectases were 
extensive in some, but the patients had been alive 
11 or 13 years after operation and had carried on 
their daily occupation. In none of them have I ever 
seen anything of a severe anemia; nor to my know- 
ledge has any patient I have ever treated with X rays 
developed an aplastic anzemia. My assistant O’ Doherty 
and I took 12 cases of carcinoma which had received 
X ray treatment at 180 k.v., 4 m.a., and 0-5 or 1 mm. 
of copper and 2 mm. of aluminium for periods of 
one, two, and even three years, and found that in 
none of them was there anything of a severe anzemia, 
although they each had received many thousands of 
r units. The blood counts were made in the clinical 
laboratory of the London Hospital. Whatever 
radium may do as regards aplastic anemia I have 
never seen really adverse blood changes from X rays. 
On the other hand, some subjects receiving pro- 
longed doses have obviously improved in hemoglobin 
and red blood corpuscles even under X ray treat- 
ment when given iron and arsenic. 

When inoperable carcinoma is present and sub- 
jected to X radiation the technique used will depend 
on the size of the breast and its firmness or otherwise. 
Tangential radiations may be used. I am not, how- 
ever, prepared to place too much importance upon 
the damage said to be done by X rays to the lungs 
and pleura underlying the affected breast. Healthy 
tissues fortunately have the power to withstand big 
doses of radiation and probably some of the bad 
effects mentioned should be ascribed to secondary 
deposits in the pleura. The removal by operation 
of recurrences either of secondary glands or nodules 
is to be deprecated since it often causes general 
spread. 

Among other conditions for which X ray treat- 
ment has been beneficial is mastitis, and I have also 
obtained really encouraging results in inoperable 
carcinoma of the ovary. In one case especially where 
the peritoneum was studded with secondary deposits 
the patient six months afterwards looks well and 
lives a happy life. 

Lastly, X ray therapy is often useful in cases of 
fibroids and metrorrhagia. After a few doses a woman 
leading a useless invalid life, often blanched and 
without strength, will gradually recover good health 
and will be ever grateful for relief obtained without 
the mental anguish, pain, or fear sometimes asso- 
ciated with operation. Cases should, of course, be 
carefully selected and the decision reached upon the 
opinion of a physician or gynecologist and the 
radiologist. 
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OBITUARY 


DAN McKENZIE, M.D.Glasg., F.R.C.S. Edin. 


Dr. Dan McKenzie, who died at his home in 
Hampstead-lane on Noy. 19th at the age of nearly 
66 years, was a well-known laryngologist and made 
a mark on his contemporaries by his forceful and 
resolute character. Daniel McKenzie was the son of 
William Stewart McKenzie, general practitioner and 
health officer at Larkhall, Lanarkshire, and was 
born there in January, 1870. He was educated at 
the local academies and at Glasgow High School, 
taking his medical course at Glasgow University, where 
he was medallist in several clinical subjects. After quali- 
fying in 1891 he joined his father in practice in his 
native town where 
he was parochial 
medical officer and 
certifying factory 
surgeon, and where 
he made a study 
of rheumatism and 
endemic goitre. 
At this time he 
married Dora 
Christine, second 
daughter of Sir 
John Benjamin 
Stone, scientist and 
traveller. Shortly 
after their marriage 
McKenzie moved 
south and settled 
at Leytonstone, 
still in general prac- 
tice, although his 
interests were 
already turning in 
the direction of 
laryngology. He became laryngologist to the Ilford 
Emergency Hospital and in 1906 restricted his 
practice to diseases of the nose and throat on appoint- 
ment to the staff of the Central London Throat and 
Ear Hospital. He was then lecturing on otology at 
the Medical Graduate College. He took the F.R.C.S. 
Edin. in 1909 and became editor of the Journal of 
Laryngology two years later, finding time also to 
write on many aspects of his subject in the weekly 
medical journals. He translated Onodi’s book on 
the Lacrymal Organs and brought out a little guide 
of his own to diagnosis in diseases of the throat, 
nose, and ear. Later he embodied the fruits of his 
experience in two large volumes entitled ‘ Diseases 
of the Nose and Ear” (1921) which differed from 
other text-books by its more liberal construction of 
the sphere of the laryngologist. In his professional 
work he was broad-minded and rational, tolerant of 
new ideas, and ever ready to listen to the arguments 
of others. 

Dan McKenzie was before everything a scholar 
and a poet. His mind was stored with great know- 
ledge of history, folk-lore, especially the history of 
medicine, and at the same time attuned to rhythm 
and the beauty of words. These gifts he put freely 
at the disposal of one great cause. Long before the 
modern anti-noise movement began he had written 
“The City of Din,” a tirade against noise which reads 
as though it was part of the most modern propaganda. 
The din in which dwellers in large cities are obliged 
to live would, he held, shatter the strongest nerves 
if a certain tolerance were not bred by habituation, 
and he hinted at the possible development of pro- 


DR. DAN MCKENZIE 


[Photograph by Elliott & Fry 


tective deafness in the men of the future. Thirteen 
years later McKenzie lectured for the Chadwick 
Trust on noise in relation to public health, in which 
he castigated unnecessary noise not only in the streets 
but inside the hospitals, which he thought hindered 
the recovery of the sick, and he appealed to hospital 
authorities to look into this matter with their nursing 
staffs. After this he naturally took his place as one 
of the founders of the Anti-Noise League. 


A colleague writes: ‘The world is poorer by the 
death of Dr. Dan McKenzie who, while deservedly 
prominent in the active world of medicine, enriched 
the circle in which he revolved by his studies in social, 
legendary, and literary lore, while he adorned it in 
special by an outflow of poetry—sweet, sonorous, and 
essentially spontaneous. He was wonderfully alive 
to the suffering of his fellow men from the increasing 
amount of noise to which they were exposed, giving 
to it bright and essentially readable expression in 
‘The City of Din,’ and using his remarkable power of 
declamatory utterance in the crusade against noise. 
His pen was that of a ready writer and, when 
employed on the subjects nearest to his heart, wielded 
a virile and persuasive phraseology. His essay on 
smell and the olfactory organs was issued under the 
euphonious title of ‘ Aromatics.’ His poetic faculties 
found vent in various forms such as a little volume 
of love-lyrics entitled ‘ Romantics’ and a number of 
tender effusions in broad Scots. McKenzie was an 
effective debater and with his commanding figure 
and powerful voice he was always able to gain an 
attentive hearing, and seldom failed to carry con- 
viction. As a teacher he was superb and in his 
hospital work indefatigable. In his earlier days a 
little autocratic and apt to excite the antipathy of 
those under him, he became well loved and esteemed 
by colleagues, nursing staff, and, above all, by the 
humble sufferers in whose interest he never spared 
himself. His was certainly a remarkable character 
and occasional eccentricities of manner were far 
outweighed by the genial warmth of his disposition. 
Kindly, humorous, tolerant, it will be long before 
he is forgotten by his friends.” 

Dr. McKenzie is survived by his widow, one son, 
and one daughter. 


ALFRED CUMMING GRANT, M.B.Glasg. 


On Nov. 18th there died in London Alfred Alex- 
ander Cumming Grant, who for many years had 
worked as a general practitioner in Soho and neigh- 
bourhood. His wide interests were reflected in the 
diversity of organisations to which he was official 
medical adviser: he acted as physician to a number 
of hotels, a chain of theatres, the central Y.M.C.A., 
a Catholic boys’ school, several Jewish societies, and 
referee to a number of insurance companies. Born 
in 1852, he was third of the six sons of John Grant, 
crofter of Drumnadrochit in Glen Urquhart, and 
when he was about twenty he went to Glasgow where 
he supported himself by working in a drapery ware- 
house while studying first for his matriculation and 
later for his medical qualification. In 1894 he 
graduated as M.B., and thereafter was house surgeon 
at the Glasgow Maternity Hospital. After a period 
of private practice in Govan and several voyages to 
India as medical officer on ships of the Clan Line 
he came to London to set up the practice from which 
he retired only about three years ago. To all his 


patients he gave much, and from his poorer ones at 
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any rate he was rarely willing to receive anything. 
His own early life had made him sensitive to the 
difficulties of the poor, for his sympathy was both 
generous and practical. Dr. Grant was 
many of the Scottish societies in 


active in 
London and 
His fine presence 


was chief of the Gaelic Society. 


CONTRACEPTIVE METHODS,—PUERPERAL PYREXIA 
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marked him out as a man exceptional among his 
fellows. 

Dr. Grant married Miss Alice Saunders who died 
some years ago. A funeral service for him was held 
at Crown Court Chureh, Drury-lane, and his ashes 
were sent back to the glen. 


CORRESPONDENCE 


CONTRACEPTIVE METHODS 
To the Editor of Tue LANCET 


Smr,—In July, 1934, the National Birth Control 
Association set up a subcommittee consisting of 
qualified medical men and women, most of whom 
are experienced in giving birth control instruction 
in clinics and in private practice. This committee, 
having analysed replies to a questionnaire which was 
sent to doctors throughout the country, and made 
an intensive study of the investigations that are 
being carried out by scientific workers on the chemical 
and biological aspects of contraception, has arrived 
at certain conclusions which may perhaps be of 
interest to your readers. 

In the first place, there is a general consensus of 
opinion that to obtain maximum security against 
undesired pregnancy reliance should be placed on a 
combination of contraceptive methods rather than 
on any single device. Briefly, the combination should 
consist of (a) a mechanical barrier—a sheath or 
rubber pessary—between the semen and the cervix, 
and (b) a spermicidal agent. In view of the fact that 
rubber is damaged by fats, particularly by vaseline, 
non-fatty vehicles should be used for the spermicidal 
agents. Furthermore, as rubber is affected by heat, 
light, and time, all contraceptives should be kept 
cool and in the dark, and marked with the date of 
manufacture, and preferably also with the date 
beyond which they should not be used. A gelatin 
base is preferable for suppositories. Foaming tablets 
are not always reliable, as they depend for solution 
upon the vaginal moisture, the amount of which 
may vary within very wide limits. There is con- 
siderable evidence that quinine and Chinosol (oxy- 
quinoline sulphate) are unsatisfactory spermicides, 
and that they can act as local irritants. Their use 
as chemical contraceptives has in some cases been 
followed by constitutional toxic symptoms. 

In view of the extravagant claims made by some 
manufacturers of contraceptives in their advertise- 
ments, the subcommittee wishes to emphasise the 
fact that no chemical contraceptive at present 
available offers as high an expectation of success as 
the combination of methods mentioned above. 

There are now about a hundred birth control 
clinies (either voluntary or municipal) in the United 
Kingdom, and nearly all the medical officers of these 
have gained their experience in the first place by 
attendances at other clinics. If the instruction is 
expert, sufficient medical training can be obtained 
by attendances at one demonstration or lecture and 
three or four clinical sessions. For many. practi- 
tioners, such an extended course may not be prac- 
ticable, but those who wish to increase their know- 
ledge of contraceptive technique can obtain names 
of publications intended for the general practitioner, 
and also particulars of training, demonstrations, 
and lectures, from the National Birth Control Asso- 
ciation, 26,Eccleston-street, London, 8.W.1. 

In conclusion, the subcommittee wishes me to 
state that the data on which the opinions expressed 


in this letter are based are available to any medical 
practitioner on application to the National Birth 
Control Association, which would for its part weleome 
information from practitioners as to thei! 
experience.—I am, Sir, yours faithfully, 

M. A. PYKE, 


Secretary, National Birth Control Association. 


owl 


Novy, 22nd, 
PUERPERAL PYREXIA 
To the Editor of Tur LANCET 


Sir,—If I read aright your article on puerperal 
pyrexia in your issue of Nov. 9th (p. 1087) you 
appear to infer in the last paragraph of the article 
that the medical officer of health of an autonomous 
area for maternity and child welfare need not send 
a copy of the notification of puerperal fever and 
pyrexia to the medical officer of health for the county. 
In my opinion, such an inference is wrong, because 
Article 5 of the Public Health (Notification of Puer- 
peral Fever and Puerperal Pyrexia) Regulations, 
1926, leaves no such loophole and intends that 
copies of all notifications shall be sent to the county 
medical officer of health 
case of county boroughs. 
I am, Sir, yours faithfully, 

A. T. POWELL, 
Medical Officer of Health, Walthamstow. 


except, of course, in the 


Nov. 18th. 


*.* The smaller authorities for maternity and 
child welfare often are glad to delegate to the county 
authority the inspection of their midwives and noti- 
fication of puerperal fever to the same authority is 
then essential. But the autonomous authorities are 
(with the exception of the county boroughs) also 
obliged to notify to the county authority, even 
though they inspect their own midwives and deal 
with their own cases of puerperalfever. The inference 
in the article that autonomous areas need not forward 
notifications to the county medical officer was not 
intended, and we are grateful to Dr. Powell for making 
the point clear.—Eb. L. 


MISSION HOSPITALS AT QuETTA.—The Church Mis- 
sionary Society Hospital and the Church of England 
Missionary Zenana Hospital at Quetta both 
destroyed in the earthquake and an appeal is being 
made for funds for the erection of a joint hospital. The 
societies have already collected nearly £4000, but £15,000 
is needed. 


were 


HOSPITAL SAVING ASSOCIATION: ANNU4i, REPORT. 
The number of contributors to this association has 
increased during the year by 162,781 and its income 
by £96,007. In the thirteenth annual report it is stated 
that the total distributions out of the year’s income 
will bring payments made for hospital services up to the 
total of £3,574,781. The amount of contributions paid 
in was £844,429 and 409,192 contributors and dependents 
were treated at voluntary hospitals. The management 
expenses come to just over 7 per cent. of the contributions 
and the sum of £46,353 is available for final distribution 
to coéperating hospitals. With £5000 added from the 
reserve fund the total payment for hospital services during 
the year will be £642,552. 
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MEDICAL NEWS 


University of Oxford 

Next June an election will be made to the Schorstein 
research fellowship in medical science, which will be 
tenable for two years in any of the medical departments 
at Oxford. Candidates must be graduates of the Univer- 
sity holding a registrable medical qualification and must 
be under 35 years of age on Oct. Ist, 1936. Applications 
should reach the dean of the school of medicine, University 
Museum, not later than May 4th. 


University of London 

At a meeting of the senate held on Nov. 20th Mr. Eric 
Boyland, Ph.D., was appointed to a readership in bio- 
chemistry at the Cancer Hospital (Free), and Dr. V. B. 
Wigglesworth to a readership in entomology at the London 
School of Hygiene and Tropical Medicine. 

Dr. Boyland, who was born in 1905, is a graduate of the 
University of Manchester, where he obtained his B.Sc. degree 
with first-class honours in applied chemistry in 1926, later 
proceeding to the M.Sc. and Ph.D. He held a Beit fellowship 
from 1929 until 1931, when he became physiological chemist 
at the research institute of the Cancer Hospital. His work 
includes observations in collaboration with Mrs. Boyland on 
the enzymes and metabolic activity of normal and cancer 
tissue, and his recent observations are summarised in the 
current report of the British Empire Cancer Campaign. 

Dr. Wigglesworth, who is 36 years of age, was educated at 
Repton and saw service in France in 1917-18. Entering Caius 
College, Cambridge, he was elected a scholar in 1921, and in 
the same year graduated B.A. In 1922 he was awarded the 
Frank Smart studentship, and till 1924 carried out work for 
the Board of Scientific and Industrial Research in the depart- 
ment of biochemistry of the University. In 1926 he graduated 
as B.Chir., and in 1929 was awarded the Raymond Horton 
Smith prize for his M.D. thesis. Since 1926 he has been lecturer 
and Milner research fellow in medical entomology at the London 
School of Hygiene and Tropical Medicine. He has published 
numerous papers and contributed a volume on insect physio- 
logy to Methuen’s monographs on biological subjects. 
Society of Medical Officers of Health 

The Minister of Health and the late Chief Medical 
Officer to the Ministry sat on one or other side of Dr. W. G. 
Savage at the annual dinner of the Society of Medical 
Officers of Health on Nov. 22nd. Sir Kingsley Wood 
had been confirmed that day in his office of Minister and 
was speaking to his regional medical staff of plans for the 
future. Sir George Newman, revisiting the Society after 
an interval of 28 years, was summing up the story of his 
own endeavour as first medical officer to a united national 
health authority. 

Sir Kingsley, in proposing the toast of The Society, 
coupled with the name of its president, Dr. Savage, 
said how glad he was to return to the Ministry of Health 
after his sojourn among the hills of Mount Pleasant. 
Speaking of the growth of public health services in the 
last ten years he paid tribute to the work done by medical 
officers of health, especially in the maternity, child welfare, 
and tuberculosis services. He could rely, he knew, on 
the cordial coéperation of the Society in tackling the two 
most urgent public health problems of the day—maternal 
mortality and cancer, while he also looked forward to 
continued development of maternity and child welfare 
services, the encouragement of nursery schools, and an 
extension of the medical service. Dr. Savage, 
in reply, admitted that the Society always endeavoured to 
stimulate the Ministry of Health. But their aim to 
promote the advance of public health in every branch was 
becoming increasingly difficult ; to-day the perfect medical 
officer must be at doctor, statistician, chemist, 
architect, pathologist, and popular lecturer. Would 
Sir Kingsley perhaps make a Golden Voice an additional] 
condition of service ? 

Dr. G. F. Buchan proposed the health of Sir George 
Newman as colleague and friend. He praised his qualities 
as administrator, historian, master of English prose, 
and pioneer of preventive medicine, and hoped that his 
retirement would be one from which he would frequently 
emerge. In reply, Sir George said he was an exile returning 
to asociety which he had joined 40 years ago. He thanked 
them for asking him to be their guest and remarked 
that the best reward of the public health worker was the 
approval of his colleagues. He spoke of early days at 
Whitehall when Sir Robert Morant, to whose work for 
the service he paid a tribute, had first instructed him in 


school 


once 


the duties of a civil servant. He had taught him that as 
a medical officer of health he might do a score of things, 
but when he entered His Majesty’s service he must follow 
the hidden pathway of the silent life. The reward of 
the civil servant’s work would be not higher wages but 
more work. At the beginning and at the end he must 
remember he could receive no credit for a single-handed 
achievement ; but if he received no credit, neither could 
he receive discredit, for both are the portion of the Minister. 
The public health service had increased the expectation of 
life, but there was little use, he added, in making life longer 
unless we also made it better, and that too was the task 
of this service. 


Irish Medical Schools and Graduates’ Association 

The annual dinner of this association will be held at the 
Savoy Hotel, Strand, London, W.C., on Thursday, 
Dec. 5th, at 7.45 P.M. 


Ministry of Pensions Nursing Service 

Miss Margaret L. Hunter, matron of the Ministry of 
Pensions Hospital, Dunston Hill, has been appointed 
principal matron of this service in the place of Miss 
Helen G. Palin, who retires next March. 


Aldrich-Blake Travelling Scholarship 

The trustees of the Aldrich-Blake memorial fund will 
award a scholarship in 1936 to a medical woman graduate 
for the purpose of travel and study either in this country 
or abroad. Further particulars will be found in our 
advertisement columns. 


Diploma in Psychological Medicine 

A course of lectures and practical instruction for the 
D.P.M. will be held at the Maudsley Hospital, Denmark- 
hill, London, 8.E., from January to May. It is divided 


into two parts and part one will begin on Jan. 6th. 
Further particulars may be had from Dr. F. Golla, honorary 
director of the medical school at the hospital. 


Pharmaceutical Society of Great Britain 

A meeting of this society will be held at the house of the 
society (17, Bloomsbury-square, London, W.C.), on 
Tuesday, Dec. 10th at 8.30Pp.m. Mr. Percival Hartley, 
D.Se., director of the department of biological standards 
at the National Institute for Medical Research, will give 
a lecture on international biological standards for drugs 
and therapeutic substances. 


Grove Hospital, Tooting 

To-day Friday, at 3.30 p.m., Mr. W. R. Owen is 
opening the new isolation block erected by the London 
County Council at this hospital. Itis a two-storey building 
and provides accommodation for 60 patients in single- 
bedded wards which are separated by partly glazed 
screens with duty rooms placed so that the nurses will be 
able to keep the patients under observation. 


Studentship in Oto-laryngology 

A Bernhard Baron research studentship will shortly be 
vacant at the Ferens institute of oto-laryngology at the 
Middlesex Hospital. The student will be expected to 
devote his whole time to research in connexion with the 
nose, throat, or ear, under the general direction of the 
two senior surgeons to the department. The fellowship 
is open to registered medical men of pure British descent, 
and applications should reach the school secretary, 
Middlesex Hospital, London, W.1, not later than Dec. 6th. 


Fellowship of Medicine and Post-Graduate Medical 

Association 

Special classes for M.R.C.P. candidates will be given 
at the Brompton Hospital in chest diseases twice weekly 
at 5 p.m. from Dec. 9th to Jan. 10th, and at the Victoria 
Park Hospital in diseases of the heart and lungs on 
Wednesdays and Fridays at 6 p.m. from Dec. 10th to 
Jan. 10th. Full information may be obtained from 
the secretary of the fellowship at 1, Wimpole-street, 
London, W.1. 
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Society of Apothecaries of London 


At recent examinations the following candidates were 
successful :— 

Surgery.—F. E. Bedell, St. Mary’s Hosp. 

Medicine.—E. E. LeFeuvre, St. Mary’s Hosp. ; 
Partridge, Univ. of Oxf. and Guy’s Hosp. 

Forensic Medicine.—M., A. Partridge, Univ. of Oxf. and Guy’s 
Hosp. 

Midwifery.—H. Firman, Univ. of Manch.; O. A. L. 
Univ. of Leeds; N. R. James, London Hosp.; F. R 
Univ. of Liverp.; C. J. Robarts, Westminster Hosp.:; G. N. 
Rodgers, Bombay and West London Hosp.; J. W. Thomas, 
Welsh National School of Medicine; and P. Tobin, Middlesex 
Hosp. 

The following candidates, having completed the final 
examination, have been granted the diploma of the society 
entitling them to practise medicine, surgery, and mid- 
wifery : H. Firman, E, E. LeFeuvre, and F. R. Neubert. 


and M. A. 


Goode, 
. Neubert, 


Public Health Plans for Leicester 


The Leicester health committee are planning many 
extensions in their work during the coming year. The 
centralisation of all departments in a new civic health 
centre will cost about £200,000 and extensions to the 
isolation hospital, which will give it from 140 to 200 
additional beds, at least another £100,000. A new nurses’ 
home to accommodate 300 nurses is needed and at the 
general hospital a new department to deal with the aged 
and senile. 


Measles Prophylaxis in London 

In view of the anticipated epidemic of measles in the 
coming winter the appropriate committee of the London 
County Council submitted on Tuesday a proposal to 
extend the existing service of blood donors. The value 
of adult serum in the prevention and attenuation of 
attacks of measles is accepted by the committee. A 
payment of 5s. is to be offered for a blood donation and 
the total cost during the epidemic is estimated at £250 
for payments to donors and £100 for apparatus, the total 
not exceeding £350. The council accepted the 
recommendation. 








INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE 
NOV. 16TH, 1935 

Notifications.—The following cases of 
disease were notified during the week: Small-pox, 
0; scarlet fever, 2779; diphtheria, 1243; enteric 
fever, 30 ; acute pneumonia (primary or influenzal),* 
762 ; puerperal fever, 36; puerperal pyrexia, 102 ; 
cerebro-spinal fever, 12; acute poliomyelitis, 14 ; 
encephalitis lethargica, 6; dysentery, 26; oph- 
thalmia neonatorum, 64. No case of cholera, plague, 
or typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Nov. 22nd was 3250, which included: 
Scarlet fever, 1175; diphtheria, 1263; measles, 74; whoop- 
ing-cough, 221; puerperal fever, 20 mothers (plus 10 babies) ; 
encephalitis lethargica, 282 ; poliomyelitis, 8. At St. Margaret’s 
Hospital there were 13 babies (plus 4 mothers) with ophthalmia 
neonatorum. 

Deaths.—In 121 great towns, including London, 
there was no death from small-pox, 2 (1) from enteric 
fever, 26 (0) from measles, 1 (0) from scarlet fever, 
15 (1) from whooping-cough, 28 (4) from diphtheria, 
32 (12) from diarrhoea and enteritis under two years, 
and 31 (4) from influenza. The figures in parentheses 
are those for London itself. 

Manchester reported 13 deaths from measles, Liverpool 5, 
Bootle 4, no other great town more than 1. Manchester also 
reported 3 deaths from whooping-cough, Liverpool 2, no other 
great town more than 1. Deaths from diphtheria were reported 
from 17 great towns, Liverpool 4, Sheffield 3, Southampton, 
Bradford, and Manchester each 2. The mortality from influenza 
is scattered over 25 great towns, only Manchester, Stockport, 
and Birmingham reporting 2 deaths; no other great town 
more than 1. 
The number of stillbirths notified during the week 
was 279 (corresponding to a rate of 45 per 1000 total 
births), including 44 in London. 


WEEK ENDED 


infectious 


* Although the definition of the notifiable forms of pneu- 


monia has not been changed, the 
summary of notifications 
pneumonia (primary 
Pneumonia. 


Weekly Return in its 
has replaced the heading Acute 
or influenzal) with the single word 
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A SURVEY OF NUTRITION 


At the September meeting of the Assembly of th: 
League of Nations the problem of nutrition in it 
relation to public health was referred to a committe: 
Mr. Bruce, High Commissioner for Australia, wh« 
moved the resolution, stated the essentials of thi 
problem in his description of the paradox of th: 
glutted market for the farmer and the insufficient 
nourishment in the “ protective foodstuffs’ of 
substantial proportion of mankind. In this com 
mittee there was a challenging discussion which 
lasted for three days and in which 20 delegations 
took part. Delegates pressed the need for greater 
knowledge of the facts if schemes of nutrition are to 
be established on a scale adequate to affect th 
problem, and Australia’s demand for an inquiry 
met with unanimous approval. 

The Expert Commission on Nutrition meeting this 
week in London is the result of this resolution. 
Delegates are present as follows : 


FRANCE 

Prof. L. ALqureER, director of the Institute of Alimentary 
Hygiene, Paris. 

Dr. L. Lapicquk, professor of physiology at the Sorbonne, 
Paris. 

SCANDINAVIA 

Prof. AxeL H6seER, general director of 

styrelsen, Stockholm. 


the Medicinal- 


UNITED KINGDOM 
Dr. E. P. Catucart, F.R.S., professor of physiology, 
Glasgow University. 
Dr. E. MELLANBY, 
Research Council. 
Sir Jonn Orr, F.R.S., director of the Imperial Bureau 
of Animal Nutrition, Aberdeen. 


secretary of the Medical 


F.R.S., 


UNITED STATES OF AMERICA 
Dr. E. V. McCouuiwum, professor of biochemistry, Johns 
Hopkins University, Baltimore. 
Prof. Mary 8. Rose, Columbia University, New York. 
Dr. W. SeBRELL, National Institute of Hygiene, 
Washington. 


U.S.S.R. 


Prof. SBARSKY, director of the Central Nutrition Institute, 
Moscow, 


They are meeting at the London School of Hygiene 
and Tropical Medicine with Prof. Mellanby as chair- 
man and Prof. McCollum as vice-chairman, and after 
a preliminary exchange of views they decided to draft 
a statement on scientific principles governing the 
dietaries of certain groups—namely, women during 
pregnancy and lactation, infants, school-children, 
and adolescents up to the age of 21. Two sub- 
committees have been set apart, one on energy- 
producing substances, under the chairmanship of 
Prof. Cathcart, with Dr. H. E. Magee, Ministry of 
Health, as secretary; the other on non-energy- 
producing substances, such as vitamins and salts, 
under the chairmanship of Prof. McCollum, with 
Miss Harriette Chick, D.Se., Lister Institute, as 
secretary. These subcommittees are drawing up 
detailed recommendations to be submitted to a 
plenary session of the expert committee. 


KING EDWARD’sS HosPITAL FUND FoR LONDON.— 
The Prince of Wales has appointed Sir Ernest Pooley 
to be an hon. secretary of this fund. 
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Sidiienten to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, 
TUESDAY, Dec. 3rd. 

Orthopedics, 5.30 P.M. (Cases at 4.30 P.M.) Mr. H. F. M. 
Moseley: The Results of a Large Group of Cases 
Treated Operatively for Recurrent Dislocation of the 
Shoulder. Mr. St. J. D. Buxton: Cases illustrating 
the Result of Tavernier’s Operation. Mr. Norman 
Capener: Two Cases Treated by Nicola’s Method. 
Mr. C. Lambrinudi: Arthrodesis of the Toes. 

Pathology. 8.30 P.M. P. Fildes: Tetanus Spores in 
Wood Wool. E. Christine Pillman-Williams: Gastric 
Acidity in Pregnancy. W. G. Barnard: The Lining 
Cells of the Lung Alveoli. T. H. C. Benians: The 
Effect of Congo Red on Plasma and Leucocytes. 
I. H. Maclean and W. A. Fleming: The Incidence of 
Toxigenic Staphylococci in Normal People. L. ' 
Holt: The Antitoxin Response to Varying Doses of 
Staphylococcus Toxoid. R. J. V. Pulvertaft: Bac- 
terial Flucrescence with Ultra-violet Light. The 
Nature of Decolorisation in Chloroma. 

WEDNESDAY. 

History of Medicine. 5 P.M. Dr. H. P. Bayon: The 
Precursors of William Harvey. Dr. J. F. Halls Dally : 
The Story of the Circulation in Harvey’s Time and 
After. 

Surgery. 8.30 P.M. Specimens illustrating 
conditions of the breast will be shown. 

THURSDAY. 

Tropical Diseases and Parasitology. 

Keilin : 
FRIDAY. 

Otology. 
Durward : 
Mr. E. H. 
Operations. 

Laryngology. 5 P.M. (Cases at 4 P.M.) 
F. Holt Diggle and Mr. T. E. 
of Acute Frontal Sinusitis. 

Anesthetics. 8.30 P.M. Dr. Stanley Rowbotham : 
Cyclopropane. (Dr. Rowbotham will demonstrate the 
use of Cyclopropane at the Cancer Hospital, Fulham- 
road, S.W., at 5 P.M.) 


WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 
FRIDAY, Dec. 6th.—8.30 P.m. (De Vere Hotel, Kensington), 
Sir Bernard Spilsbury, Dr. Edwin Smith, Sir William 
Willcox, and Judge Higgins: The Medical Witness. 


SOCIETY OF CHEMICAL INDUSTRY. 
London Section. 
asorrmey. Dec. 

. Mr. J. 


W.1. 


morbid 


8.15 P.M. 
Hemoglobin and its Derivatives. 


Prof. D. 


10.30 a.m. (Cases at 9.30 a.m.) Mr. D. F. 
The Facial Nerve and its Connexions. 
Richards: Unexpected Sequele to Aural 


Mr. 
Treatment 


Discussion. 
Cawthorne : 


2nd.—8 P.M. (Burlington House, Piccadilly, 
Gibson: Industrial Disinfectants. 


SOCIETY OF PUBLIC ANALYSTS. 
WEDNESDAY, Dec. 4th.—8 P.M. (Chemical Society’s Rooms, 
Burlington House, Piccadilly, W.), Short Communica- 
tions. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF LONDON. 

MonpDay, Dec, 2nd, WEDNESDAY, and THURSDAY.—5.30 P.M. 
(London School of Hygiene and Tropical Medicine, 
Keppel-street, W.C.), Major-General] Sir John Megaw: 
Neglected Aspects of Public Health Work, with special 
reference to India. 

FRIDAY.—5.30 P.M., Prof. F. W. Twort, F.R.S.: Modern 
Views of the Bacteriolytic Agents and their relation to 
Viruses, 

CHADWICK PUBLIC LECTURE. 

TUESDAY, Dec. 3rd.—8.15 P.M. 
E.C.), Mr. R. C. Maxwell: 
Housing Act. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W.1 
Monpbay, Dec. 2nd, to SaturDAy, Dec. 7th. > * 
HOsPITAL, 8S.W.3. All-day course in thoracic surgery.— 
LonDoN Lock Hosprrat, 91, Dean-street, W. After- 
noon course in venereal disease.—-INFANTS HOSPITAL, 
Vincent-square, S.W. Afternoon course in diseases of 
infants.——HOSPITAL FOR DISEASES OF THE SKIN, 
Blackfriars, S.E. Afternoon course in dermatology.— 
Courses are open only to members of the fellowship. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION 
WEDNESDAY, Dec. 4th.—3 P.M., Visit to the Radiothera- 
peutic Department, Lambeth Hospital, Brook-street, 
S8.E.11, with Dr. G. F. Stebbing. 
KING’S COLLEGE HOSPITAL, Denmark Hill, 
THURSDAY, Dec. 5th.—9 P.M., Mr. E. G. 
Tuberculosis. 


HAMPSTEAD GEsaRAL AND NORTH-WEST LONDON 
HOSPITAL, 
te 4th.—Dr. A. Abrahams : 


(The Inner Temple Hall, 
Town Planning and the 


S.E. 


Muir: Visceral 


WEDNESD er 


Insomnia and 
other Disturbances of Sleep. 


MARRIAGES, AND DEATHS 
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NATIONAL HOSPITAL, Queen-square, W.C. 
Monbay, Dec. 2nd.—3.30 pP.m., Dr. Greenfield: 
Chemistry of the Cerebro-spinal Fluid (11.). 
TUESDAY.—3.30 P.M., Dr. Critchley: Epilepsy and Allied 
Conditions. 
WEDNESDAY.—3.30 
Demonstration. 
THURSDAY,— 3.30 P.M., Dr. 
(IV.). 
FRIDAY.- 


The 


P.M., Dr. Kinnier Wilson: 


The 


Clinical 


Walshe : Motor System 


3.30 P.M., Dr. Gordon Holmes: Disorders of 


Vision (III.). 
Out-patient clinic 


HOSPITAL FOR 
W.C. 


P.M. 
CHILDREN, 


THURSDAY, Dec. 5th.—2 


daily at 2 


SICK Great Ormond-street, 
P.M., Dr. B. E. Se mpostaaee : 
Complications of the Exanthemata. 3 P.m., Dr. D. 

Nabarro: Congenital Syphilis (11.). 
Out-patient clinics daily at 10 a.m. and ward visits (except 
on Wednesdays) at 2 P.M. 


ROYAL INFIRMARY, Manchester. 
TUESDAY, Dec. 3rd.—4.15 P.M., Dr. Crighton 
Diagnosis and Treatment of Cardiac Pain. 
FRIDAY.—4.15 P.M., Mr. P. R. Wrigley : Demonstration of 
Surgical Cases. 


ANCOATS HOSPITAL, 
THURSDAY, Dec. 5th. 


HOSPITAL FOR CONSUMPTION 
THE EAR, NOSE, THROAT, 
Manchester. 

WEDNESDAY, Dec. 4th.—4.30 
Affections of the Pleura, 


ST. MARY’S HOSPITALS, 
THURSDAY, Dec. 5th. 
Hospital), Dr. 


GENERAL INFIRMARY, Leeds. 
TUESDAY, Dec. 3rd.—3.30 P.mM., Mr. W. 


PUBLIC DISPENSARY AND HOSPITAL, Leeds. 
WEDNESDAY, Dec. 4th.—4 P.M., Dr. 8. J. Hartfall: 
culties arising in the Treatment of Anemia. 


GLASGOW POST-GRADUATE MEDICAL ASSOCIATION, 
WEDNESDAY, Dec. 4th.—4.15 P.M. (Victoria Infirmary), 
Dr. O. H. Mavor: Chronic Respiratory Disease. 


ey Births, Marriages, and Deaths _ 


BIRTHS 


CAMPBELL.—On Nov. 9th, at a Rugby nursing-home, 
of George Campbell, M.B. Oxon., of Wolston, 
of a daughter. 

HaRE.—On Nov. 13th, at St. Albans, 

M.D. Liverp., of a daughter. 

HAYTHORNTHWAITE.—On Novy. 22nd, at the West Herts Hos- 
pital, Hemel Hempstead, the wife of Captain R. A. Hay- 
thornthwaite, I.M.8., of King’s Langley, Herts, of a son. 

Kapp.—On Nov. 17th, at Croydon, to Dr. Dorothy Kapp (née 
Wilkins), wife of Prof. Reginald Kapp—a son. 

Puitps.—On Nov. 20th, at Beccles, the wife of Alan Philps, 
F.R.C.S. Eng., of a daughter. 

Scotr.—On Novy. 12th, at Ringwood, Hants, the wife of J. A. 
Easton Scott, B.M. Oxon., of a daughter. 
RAWDON SMITH.—On Nov. 18th, at Liverpool, 
G. F. Rawdon Smith, M.D. Liverp., of a son. 
WAKELEY.—On Nov. 23rd, the wife of Cecil P. G. 
D.Se. Lond., F.R.C.S. Eng., of Queen 

of a son. 


Bramwell : 


Manchester. 
15 P.M., Clinical Meeting. 

AND DISEASES OF 

AND CHEST, Deansgate, 

Dr. Kelly : 


P.M., Simon 


Manchester. 
4.15 pM. (Whitworth-street 
Newton: Forceps. 


West 


Gough: Prolapse. 


Diffi- 





the wife 
Coventry, 
of Tom 


the wife Hare, 


the wife of 
Wakeley, 
Anne-street, W.1, 


MARRIAGES 


KENNERLEY—REYNOLDS.—On Nov. 16th, at St. Peter’s Church, 
Harborne, Dr. T. A. 8S. Kennerley to Eleanor Judith, 
second daughter of Mr. and Mrs. J. H. Reynolds, of Har- 
borne, Birmingham. 

MANSELL—NEWBY-BARNES.—On Nov. 23rd, at St. Augustine’s 
Church, Queen’s Gate, S.W.7, Harry Edward Mansell, 
B.M. Oxon., M.R.C.P. Lond., eldest son of Dr. and Mrs. 
H. R. Mansell, of Hastings, to Jean, elder daughter of 
Mr. and Mrs. Robert Newby-Barnes, of South Milford, 
Yorkshire. 


‘ DEATHS 


LELAND.—On Nov. 23rd, at Sloane-street, Alfred Burnet Leland, 
M.B., C.M. Edin. 

Marr.—On Nov. 22nd, at Matheson-road, W., 
Edward Mair, I.M.S. (retired). 

NaLL.—On Nov. 1ith, suddenly, 
Durh., F.R.C.S. Eng., at Torquay, 
Brisbane, aged 72. 

NASH-WORTHAM.—On Nov. 24th, at 
Leslie Dalton Nash-Wortham, 
Dorchester, aged 54. 

STEVART.—On Nov. 22nd, at 
William Steuart, M.R.C.S. Eng., 

WiLicox.—On Nov. 20th, at Salisbury, 
M.R.C.S. Eng., L.S.A., who practised 44 
minster, aged 89 years. 


N.B.—A fee aft Se 6d. is charged for the insertion of Notices of 
rths, Marriages, and Deaths. 


Lieut.-Colonel 


John Frederick Nall, M.D. 
late of Rahere, Clayfield, 


Francis 
late of 


Bournemouth, 
F.R.C.S. Edin., 


River-street, Johannesburg, 
M.I.E.E., aged 59. 

Robert Lewis Willcox 
years in War- 








1272 THE LANCET] 


NOTES, COMMENTS, 


[Nov. 30, 1935 


AND ABSTRACTS 





INFIBULATION 


By JoHn M. MEtty, M.C., B.M., F.R.C.S. Edin. 


PRINCIPAL MEDICAL OFFICER, BRITISH AMBULANCE 
SERVICE IN ETHIOPIA 


A cuRIOUS surgical practice, which is almost 
universal among the natives of Somaliland, is that 
of female circumcision, or infibulation. To what 
era this custom dates back it is impossible to say ; 
certainly the natives themselves have no light to 
throw on the origin of the practice. It has been 
handed down from time immemorial, and no female 
child is exempt. Although the custom is also found 
in Ethiopia, in parts to which the Somalis have 
penetrated, it is there often considerably modified 
in form. As performed in Somaliland proper, how- 
ever, it is still an extensive surgical procedure. 

The operation is not done in early infancy, as 
might be supposed, but when the child has reached 
her seventh year. The only reason I could elicit 
for this particular age choice is that up to seven 
years old the young girl may be considered fairly 
safe from male interference. Thus it would appear 
that the operation is postponed to as late a date 
as is socially advisable, with a view to the patient 
being capable of withstanding the shock and after- 
effects of the operation itself. This is probably the 
result of generations of experience, and justifies 
itself in the repeated denials of the native women 
that there is ever any resulting mortality—whether 
from hemorrhage, sepsis, or any other cause. 

The result aimed at, and usually more or less 
completely achieved, is the removal of the labia 
minora and the glans and body of the clitoris, and 
the subsequent closure by suture of the whole vulva 
with the exception of about 1 cm. posteriorly, oppo- 
site the vagina. The object is declared to be the 
insurance of virginity until marriage, when a second 
operation is performed to open up the orifice of 
the vagina sufficiently for marital purposes. Whether 
the removal of the nymphe and clitoris is intended 
further to reduce the risk of premarital intercourse 
by diminishing sensation, or whether these amputa- 
tions are employed with the sole object of obtaining 
raw surfaces for suture and closure, remains a matter 
for conjecture. Native opinion takes the attitude 
that this is the customary procedure, and it has 
apparently been unquestioningly adopted from one 
generation to another. It seems likely, however, 
that the details of the whole operation were in the 
beginning deliberately planned to ensure virginity 
both by lessening desire and by creating a definite 
physical obstruction to its fulfilment. The originators 
may have had an even longer vision and in incor- 
porating the amputations perhaps had in view the 
discouragement of unfaithfulness in the future wives 
of the race—a sort of Somali chastity-belt. The 
efficacy of the operation in this respect there was no 
available means of gauging. Somalis are as reticent 
as more civilised peoples in admitting the indis- 
cretions of their own wives, and probably corre- 
spondingly unreliable in claiming conquests over those 
of their neighbours. 

Although I have never seen the operation per- 
formed, I was able to obtain:a fairly detailed account 
of the procedure, and to examine a number of healed 
cases. There are one or more older women in each 
tribe who are skilled in the technique, and to these 
women the girls are taken when they are seven years 
old. The operation fee among the more civilised 
tribes is 2 rupees (about 3s.) but among the remoter 
tribes it is probably considerably less, and may there 
be paid in cattle, sheep, &c. <A herb, or a concoction 
of herbs, which I was unable to identify, is applied 
to the parts before operation, and is declared to 
have a marked analgesic effect. As it is the women 





themselves who affirm this, there is probably som 
truth in what they say. A somewhat crude knife i 
used and two curved incisions are made from th 
clitoris to the fourchette, completely severing th: 
labia minora. The clitoris itself is then removed at 
the point where the body joins the crura. Finall; 
the raw edges are sutured together with gut obtained 
from the intestine of the sheep and prepared by th« 
natives themselves. Apparently hemorrhage is 
adequately controlled by paste prepared from loca! 
herbs, again unidentified, which is thickly applied 
to the whole wound when the operation has been 
completed. A wood fire, which has been burning 
close at hand, is then raked away, and the patient 
placed for a few minutes in a sitting position on the 
hot ground. After-treatment is simple but based 
on sound principles. The legs are bound firmly 
together above and below the knees and at the ankles, 
and the child is kept in bed on a diet of camel’s milk. 
After three days she is allowed to get up and move 
about as much as she is able. Since her legs are 
still tied together, this is accomplished with the aid 
of a pole which the patient holds in front of her 
with both hands, progressing in small jumps. After 
seven days the wound is considered to be healed and 
the legs are released. 

That sepsis should supervene would, on the face 
of it, seem to be inevitable. The whole wound must 
be periodically infiltrated with urine, and when it 
is remembered that amongst the Somalis a smooth 
stone takes the place of toilet paper after defecation, 
infection from that source, too, would appear pro- 
bable. However, I was able to elicit no admission 
of this complication, and examination of the resultant 
wound in every case suggested healing by first 
intention. 

The appearance of the healed wound shows the 
labia majora meeting in the midline in a clean scar 
about }+ inch wide. The scar extends from the 
amputated clitoris anteriorly to within 1 cm. of the 
fourchette, where there is a circular opening into 
the vagina admitting the tip of the little finger. 
The whole effect produced was that of a clean opera- 
tion skilfully performed under aseptic conditions. 

The second operation is undertaken immediately 
before marriage, and in Somaliland is also performed 
by a woman of the tribe, though in Ethiopia, in the 
parts where infibulation is practised, the husband 
may prefer to do it himself. It consists in a simple 
incision, to whatever depth is considered adequate, 
along the full length of the old scar. The question 
of preoperative shaving of the operation area does 
not arise, as Somali women tolerate no pubic hair, 
and, while keeping their eyebrows intact, assiduously 
pluck the pubic growth. 

The result of this second operation, in addition to 
widening the vaginal orifice, is to restore with unex- 
pected completeness the normal external appearance 
of the vulva. The cleft between the labia majora 
reappears, though on parting the labia, the vestibule 
is found to be completely replaced by scar tissue. 

Apparently it is not infrequently necessary to 
repeat the operation of infibulation on the same 
patient one or more times; not, it is averred, owing 
to failure of technique on the part of the operator, 
but owing to the natural weakness of the flesh of 
the patient concerned. 


THE PARLIAMENTARY MEDICAL COMMITTEE.—In 
a note last week on Medical Men in Parliament 
reference was made to the fact that all the Members 
of Parliament who are medically qualified meet 
from time to time on a non-party basis to consider 
matters of special interest to public health and the 
practice of medicine. Of this Parliamentary Medical 
Committee Sir Francis Fremantle has for many 
years been the chairman and Dr. A. B. Howitt the 
secretary. 
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ADMINISTRATION OF THE CONVENTIONS 
ON TRAFFIC IN DANGEROUS DRUGS 


IN a report by the advisory committee on traffic 
in opium and other dangerous drugs recently presented 
to the League of Nations an interesting account is 
given of the method of working of the import and 
export certificate system whereby the international 
traffic in dangerous narcotics is controlled. The 
Hague Opium Convention of 1912, by articles 3, 5, 
and 13,contemplated the setting up of a system of 
“import certificate and export authorisation ’’ and 
the advisory committee, with the approval of the 
Council and Assembly of the League adopted in 1921 
the method in vogue in Great Britain during the 
late war. By the Geneva Convention of 1925 a 
legal obligation was imposed on an importing country 
to return the export authorisation to the government 
of the exporting country specifying the actual amounts 
of the narcotics which had been imported. By the 
same convention the coca leaf and Indian hemp were 
added to opium, its derivatives and cocaine to be 
subjected to the same traffic control. By the 
Limitation of Manufacture Convention of 1931 
countries party to it, even if not parties to the previous 
conventions, are brought within the requirements 
of the import certificate system in respect of all 
drugs specified in Group I. of that convention as 
well as of those in Group II., except such as are in 
normal therapeutic use. By means of a model 
administrative code, supplemented by an explanatory 
graph, and a system of registration this rather 
complicated arrangement can be readily understood 
and effectively applied by any government which is 
willing, and indeed bound, to secure the limitation 
of the production and distribution of dangerous 
narcotics to legitimate and scientific purposes. The 
report concludes with a list of 72 countries indicating 
the conventions to which each country is party and 
the name and address of the authority in each country 
which is responsible for issuing import certificates 
and expert authorisations. 


CONTENT IN RETIREMENT 


THE idea of retirement conjures up for one doctor 
a blissful vision, for another a horrid spectre, for a 
third grey monotony in contrast to the varied colours 
of a busy life. Even those who feel certain of their 
capacity, natural or acquired, to enjoy leisure are 
liable to become uneasy when they encounter the 
false heartiness characteristic of five-day members of 
the less expensive golf clubs. As a corrective to a 
gloomy outlook on retirement, we recommend Dr. 
Philip Gosse’s account! of his happy country life 
with a collection of books, largely about pirates ; pets, 
all cold-blooded ; and such diversions as mushroom 
hunting and the promotion of the S.S.S.S. (Society 
for the Spread of Sticklebats in Sussex). Anecdotes 
are not wanting of the warm-blooded pets of the 
past: Gupworthy the badger, Miss Nosey Parker, a 
ringtail coatimundi, George, an Australian flying 
phalanger, and Greta the shrietch. But the pain 
of losing them proved more intense and lasting 
than the pleasures of friendship during their brief 
lives; and their successors are reptiles and fish, for, 
as Dr. Gosse truly says, you can never become deeply 
attached to a fish. All will enjoy this book, though 
some may pause to wonder whether its versatile 
author is really a fair sample of a doctor in retire- 
ment—whether, in fact, the notes are not those of 
a countryman whose excursions into medical study 
and practice were just episodes in a life conducted 
in a spirit of joyous adventure. 


NEW PREPARATIONS 


*“HyYPoLorp ”’ HISTIDINE HYDROCHLORIDE, a pro- 
duct of Burroughs Wellcome and Co., Snow Hill 
Buildings, London, E.C.1, provides a sterile 4 per 
cent. solution of histidine hydrochloride suitable for 


1 Go to the Country. By Philip Gosse. London: Cassell 
and Co.,Ltd. 1935. Pp. 282. &s. 6d, 
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immediate use in cases of gastric or duodenal ulcer. 
This treatment is based on results obtained in 1933 
by Aron and Weiss, who found that histidine and 
tryptophane prevented the formation of gastric 
ulcers in dogs whose duodenal digestion was surgically 
abolished. They suggested that peptic ulcers may 
be caused by amino-acid deficiency, and in our own 
columns a year ago E. Bulmer was able to confirm 
their observation that in human beings histidine 
injections are often followed by symptomatic cure 
of ulcer with removal of radiographic abnormalities. 
Subsequent writers have emphasised the harmless- 
ness of the remedy, and the fact that, in mild cases 
at any rate, it can be given without special dieting 
or confining the patient to bed. The course recom- 
mended by Messrs. Burroughs Wellcome consists 
of 5 c.cm. of their preparation, by intramuscular or 
subcutaneous injection, daily for three weeks, ‘‘ No 
other medication is necessary, and a minimum, if 
any, of dietary restrictions.”” Ampoules of 5 c.cm. 
are supplied in boxes of five. 


COsOME (EPHETONIN CoUuGH SyRupP).—Ephetonin 
is a synthetic ephedrine prepared by E. Merck, of 
Darmstadt (London address: 37, Golden-square, 
W.1), and this firm has now put on the market 
a cough syrup in which it is associated with Dionin 
(ethyl-morphine hydrochloride) in the following 
mixture: ephetonin, 0°2 g.; dionin, 0°04 g.; syrup 
thymi comp., ad 100 c.cm. The last-named syrup 
has previously been recommended and used for some 
years in the treatment of cough, and its action, 
Messrs. Merck believe, is improved by the addition 
of ephetonin, to dilate bronchioles and promote 
expectoration, and of dionin to alleviate irritation 
and pain. Cosome is intended for the relief of all 
kinds of cough—especially whooping-cough—and its 
use is suggested as a preventive of post-operative 
pulmonary infections. The manufacturers claim 
that it never gives rise to side-symptoms or 
habituation. 


PETROLAGAR WITH CASCARA.—Petrolagar is an 
emulsion of liquid paraffin with agar and is used as a 
laxative. The Petrolagar Laboratories (Braydon- 
road, London, N.16) have hitherto sold three 
varieties: (1) plain, (2) with phenolphthalein, and 
(3) alkaline. To these they now add a fourth 
petrolagar with cascara. It is described as combining 
‘*the mechanical softening action of petrolagar with 
the stimulating action of fluid extract of cascara 
sagrada,”’ and each fluid ounce contains the equivalent 
of 61 minims of this extract. The exact composition, 
which includes (by weight) 62 per cent. of liquid 
paraffin and 14°7 per cent. of fluid extract of cascara, 
is stated on each bottle. The manufacturers have 
been successful in making a preparation which is 
pleasant to take. They suggest that it should be 
particularly useful for the relief of constipation in 
pregnancy. 


PaR-ISALON.—This is a new remedy for bronchial 
asthma made by Dr. Joachim Wiernik A.-G. 
Berlin-Waidmannslust, and sold by Messrs. Coates 
and Cooper Ltd., 94, Clerkenwell-road, London, 
E.C.1. Isalon ‘“* Diwag’”’ is described as a substance 
belonging to the adrenaline series, and is said to 
have a bronchodilator action without any of the 
side-effects ascribed to adrenaline and ephedrine. 
In Par-Isalon it is mixed with theobromine, caffeine, 
and phenazone, with the idea of lessening other 
symptoms often associated with chronic asthma. 
It is taken by mouth. Favourable reports are quoted 
from Germany. 


A LIFE OF EMIL AND KATE BEHNKE 

Miss K. E. Behnke, 39, Earl’s Court-square, 
London, S.W., writes: ‘1 am writing a Life of my 
parents, Emil and Kate Behnke, whose research 
into vocal physiology and subsequent work in the 
scientific training of the voice, and the treatment 
of defects of speech, met with such cordial apprecia- 
tion from, and close coéperation with, members of 
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the medical profession, amongst whom they counted 
so many warm friends. If any of these should have 
in their possession letters or information which they 
would allow me to incorporate in the biography I 
should be grateful for the loan of them. Every care 
would be taken of them and they would be returned 
in due course to the owners.” 


Appointments 


CoaTEs, J. F., M.D., M.R.C.P. Lond., has been appointed Senior 
Resident Medical Officer at the Victoria Hospital for Children, 
Chelsea. 

ELLs, RicHARD W. B., M.D. Camb., M.R.C.P. Lond., Assistant 
Physic ian to the Queen’s Hospital for Children, Hackney 

HERITAGE, KENNETH, M.S. Lond., F.R.C.S. Eng., Hon. Assistant 
Surgeon to the Princess Beatrice Hospital, London. 

JAMES, 3. G., Ch.M. Sydney, M.R.C.P. Lond., D.P.M., Deputy 
Medical Superintendent of the Rampton State Institution 
for Mental Defectives. 

JONES, T. BRAMWELL, M.B. Camb., Resident Medical Officer to 
the Heritage Orthopedic Hospitals, Chorley. 

LANCKENAU, NELLIE I., M.D. Lond., Hon. Physician to the 
Department of Physical Medicine of the Prince of Wales’s 
General Hospital, London. 

MACKIE, E. GorRDON, M.B. St. And., D.O.M.S., Hon. Oph- 
thalmic Surgeon to the Sheffield Royal Hospital. 

PARSONS, C. G., M.B., Resident Medical Officer and Medical 
Registrar at the General Hospital, Birmingham. 

WHITWELL, G. P. B., M.D. Lond., Medical Officer at the Ramp- 
ton State Institution for Mental Defectives. 


Certifying Surgeons under the Factory and Workshop Acts :— 
Dr. C. G. SHEROWIT (Stapleford District, Tie me pt 
Dr. A. BURLINGHAM (Leiston District, Suffolk) ; Dr. R. 
CUMMING (Aberchirder District, Banff) ; De. ¥. eV. -< 
(Rhondda (Treorchy) District of Gla- morgan). 


Vacancies 


For further information refer to the advertisement columns 


Aberdeen Royal Mental Hospital.—Sen. Asst. Physician. 

Aldrich-Blake Memorial Trust, 8, Hunter-street, W.C,—Travelling 
Scholarship. 200 guineas. 

Barnsley, Beckett Hospital and Dispensary.—H.P. £200. 

Barry, Accident and Surgical Hospital.—H.8. At rate of 
£200, 


Battersea General Hospital, Battersea Park, S.W.—H.S. Also 
At rate of £130 and £120 respectively. 

Belfast, Royal Maternity Hospital.—Res. M.O. At rate of 

£5 

Suielieneethy, Royal National Sanatorium for Consumption, dc. 
Asst. Res. M.O. £200. 

Bradford, Royal Eye and Ear Hospital.—H.S. £160. 

Brighton, Sanatorium and Infectious Disease Hospital 
Res. M.O. At rate of £250. 

ae, & Sussex Eye Hospital, Eastern-road.—H.S. At rate 
of £1 

Cnet. eons Infirmary.—Gynecological H.S. At 


-—Jun,. 


rate of 


Colchester, Essex County Hospital.—Hon. Ophth. Surgeon. 
Coventry and Warwickshire Hospital.—Res. H.S. £125. 
Dublin University.—Professorship of Physiology. 

East Ham Memorial Hospital, Shrewsbury-road, E.—H.S, 
Special Depts. and Cas. O. At rate of £120. 

Elizabeth Garrett Anderson Hospital, Euston-road, N.W.— 
H.P., three H.S.’s, Obstet. Asst. Each £50. Also Hon. 
yy Assts. to Med. and Surg. Out-patient Dept. and Skin 

de 

Evelina Hospital for Sick Children, Southwark, S.E.—H.S. 
£12 


to 


Pa Devon Mental Hospital.—Jun. Asst. M.O. 
Pathologist. £350. 

Gloucestershire Royal Infirmary.—H.S. At rate of £150. 

Hampstead General and N.W, London Hospital, Haverstock Hill, 
N.W.—H.S. At rate of £100. 

Hastings, Royal East Sussex Hospital.—Jun. H.S. At rate of 

50, 

Hospital for Epilepsy and Paralysis, Maida Vale,W. 
£100, 

Hospital for Sick Children, Great Ormond-street, W.C.—Res. 
H.P. Also Res. H.S. Each at rate of £100. 

Hospital for Tropical Diseases, Gordon-street, W.C.—H.P. At 
rate of £120. 

Hull Municipal Maternity Home and Infants Hospital.—Jun. 
Res. M.O. At rate of £100. 

Ilford, King George Hospital.—Two H.P.’s. 
Each at rate of £100. 

Inverness Royal Northern Infirmary.—Bacteriologist and 
Pathologist. £800, 

King’s College Hospital, Denmark Hill, S.E.—Asst. Hon. Anws- 
thetist. 

Leeds Education Committee.—Asst. School M.O. £500. 

Liverpool, Mill-road Infirmary.—Res. Asst. M.O. £200. 

Liverpool, Walton Hospital.—Sen. Res. Asst. M.O. £350. 


and 


—Surg. Reg. 


Also three H.S.’s. 








London Hospital, E.—Surg. first Assistant and Reg. £300. Als« 
n. Asst. Anesthetist. 

London Lock Hospital, 283, Harrow-road, W.—Res. M.O. fo: 
Male Depts. At rate of £175. Also Surg. Reg. to Dean 
street. £100. 

Manchester, Ancoats Hospital.—Asst. Pathologist. £300. 

Manchester Royal Infirmary.—Res. M.O. £200. 

Manchester, St. Mary’s Hospital.—H.S8.’s for Special Hospitals. 
Each at rate of £50. 

Marie Curie Hospital, 2, Fitzjohn’s avenue, N.W.—Res. M.O. 
At rate of £100. 

Maudsley Hospital, Denmark Hill, S.E.—Asst. M.O. £470. 

Miller General Hospital, Greenwich-road, S.E.—Refractionist 
52 guineas. 

Ministry of Health.—M.O.’s. Each £847. 

Mitcham, Wilson Hospital.—Hon. Consulting Gynecologist. 

National Hospital for Diseases of the Nervous System, Queen- 
square, W.C.—Two H.P.’s. Each £150. Also Visiting 
M.O. for Convalescent Home. 

National Temperance Hospital, Hampstead-road, N.W.—Cas. O. 
At rate of £120. 

Newcastle General Hospital.—Two H.S.’s. Each at rate of 
£150, 

Newcastle-upon-Tyne City and County.—Asst. Maternity and 
Child Welfare M.O. £500. 

a City.— Asst. M.O. for Maternity and Child Welfare 
Vork. £500, 
Nottinghaan General Hospital.—-H.P. and H.S. Eachat rate of 
2150. 

Oldham Royal Infirmary.—Orthopedic Surgeon to Fracture Clinic. 

Penshurst, Cassel Hospital for Functional Nervous Disorders, 
Swaylands.—Asst. Physician. £750. 

Preston, County Mental Hospital, Whittingham.—Res. Jun. 
Asst. M.O. £500. 

Princess Elizabeth of York Hospital for ( ‘hildre n, Shadwell, E.— 
H.S. Also Cas. O. Each at rate of £125, 

Queen’s Hospital for Children, Hackney-road, E.—H.P. and 
Cas. O. Each at rate of £100. Also Dental Surgeon. 
£1 7s. 3d. per session. 

Radium Institute, Riding House-street, W.—H.S. Atrate of £150. 

Rainhill, Lancs, County Mental Hospital.—Asst. M.O. £500, 

Reading, Royal Berkshire Hospital.—H.S. At rate of £125. 

Romford, Oldchurch Hospital.—Asst. Res. Surgeon. £500. 

Royal Free Hospital, Gray’s Inn-road, W.C.—Second H.S8., 
Surg. Reg. £200. Res. Cas. O. At rate of £150. Dist. 
Obstet. Asst., Gyneecological Reg.; also Med. Reg. Each 
at rate of £100, and Res. Anesthetist in Obstet. and Gyn. 
Unit at rate of £75. 

Royal Northern Hospital, Holloway, N.—Hon. Radiologist. 

St. Albans, Hill End Hospital, for Mental and Nervous Disorders. 
Fourth Asst. M.O. £350. 

t. Bartholomew’s Hospital, E.C.—Chief Asst. to X Ray Diag- 

nostic Dept. 

St. John’s Hospital, Lewisham, S.E.—Res. Cas. O. At rate of 
£100, 

St. Mark’s Hospital for Cancer, dc., City-road, E.C.—Res. 
Surg. O. At rate of £150. Also Clinical Assistantships for 
Out-patients’ Depts. 

St. Mary’s Hospital for Women and Children, E.—Hon. Anees- 
thetist. 

St. Peter’s Hospital for Stone, &-c., Henrietta-street, W.C.—Clin. 
Assts. 

Salford Royal Hospital.—H.S. At rate of £125. 

Salisbury General Infirmary.—H.P. At rate of £125. 

Sheffield Royal Infirmary.—Clin. Asst. to Surgical Dept. At 
rate of £300. 

Southampton Borough General Hospital,—Jun. Res. M.O. £200. 

Staffordshire General Infirmary.—H.8. At rate of £200. Also 
H.P. and Cas. O. At rate of £150. 

Surrey County Mental Hospital Service.—Three Asst. M.O.’s 
Each £350. 

Warwickshire County Council.—Asst. County M.O.H. £500. 

Western Ophthalmic Hospital, Marylebone-road, N.W.—Jun. 
Res. H.S. £100. 

West Bromwich, Hallam Hospital.—Res. H.P. At rate of 
£200. 

West London Hospital, Hammersmith-road, W.—Med. ‘Keg. 
£250. Also H.P. and two H.S.’s. Each at rate of £100. 

Westminster Hospital, Broad Sanctuary, S.W.—Clin. Asst. to 
Gynecological Dept. 

Weston-super-Mare General Hcspital.—Res. H.S. #150. 

Windsor, King Edward VII Hospital.—Three H.S.’s. Each 
at rate of £100. 

Wolverhampton, New Cross Hospital and Institution.—Asst. 
Deputy M.O. £350. 

Wolverhampton Royal Hospital.—H.S8. At rate of £100. 


vA 


Medical Referee under the Workmen’s Compensation Act, 
1925, for the Brentwood, Chelmsford, Colchester, Clacton 
and Halstead, Harwich and Maldon County Court District 
(Cireuit No. 33). Applications should be addressed the 
Private Secretary, Home Office, Whitehall, London, 8.W.1, 
before Dec. 10th. 


The Chief Inspector of Factories announces vacancies for 
Certifying Factory Surgeons at Westhoughton (Lancashire) ; 
Lynton (Devon); Kirkintilloch (Dumbarton); and Brad- 
ford (Cleckheaton) (York, West Riding). 


Tue Berliner Akademie fiir aerztliche Fortbildung, 
Berlin, has asked us to announce a correction in their 
programme which we published last week. The course 
in radiology will be held from March 9th to 14th and not 
as stated. 
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